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Diagnosis and classification are considered essential but dry and uninteresting topics by 
mental health practitioners and trainees. Here is a book that will dispel this notion and 
bring alive the excitement and nuances of diagnosis of mental health conditions. Led by 
world-renowned editors and a global cast of authors, this publication is a must-read for  
all in the caring profession.

—�Shekhar Saxena, MD, Professor of the Practice of Global Mental Health, Harvard T. H. Chan School of 
Public Health, Boston, MA, United States

This book is a gift of invaluable knowledge to the global community of mental health pro-
fessionals, crafted by scientists from the international elite. The clinician is equipped with 
in-depth explanations of psychopathology pivotal for ICD-11 diagnostics and treatment 
planning. A key companion to WHO’s Clinical Descriptions and Diagnostic Requirements 
(CDDR) covering changes of diagnostic definitions from ICD-10 to ICD-11, epidemiology, 
maintaining factors for psychopathology, and prospects for new diagnoses. Momentous 
and handy!

—�Klaus Pedersen, MSc, Specialist Psychologist in General Psychiatry, Psychopathology & Psychotherapy, 
Aarhus University Hospital Psychiatry, Aarhus, Denmark

This volume is a comprehensive compendium for classification and diagnosis of behavioral 
and mental disorders. The editors have assembled an outstanding cadre of chapter authors 
from around the world who are recognized for their expertise and scientific contributions 
to the field of behavioral and mental disorders. The insightful chapters detail the update of 
the ICD supported by an exceptionally strong evidence base developed through innovative 
methodology and confirmatory field studies. This important contribution fulfills the need 
for a psychological understanding based on robust empirical and clinical information for 
the global professional community serving mental health needs.

—�Michael C. Roberts, PhD, ABPP, Professor Emeritus, Clinical Child Psychology Program, University of 
Kansas, Lawrence, KS, United States

A timely new perspective from leaders in the field. This book masterfully bridges the gap 
between diagnosis and treatment to support a more holistic, psychologically informed 
approach. Essential applied reading!

—�Corinna Hackmann, PhD, DClinPsy, Norfolk and Suffolk Foundation Trust, University of East Anglia, 
Norwich, England

A Psychological Approach to Diagnosis: Using the ICD-11 as a Framework, edited by G. M. Reed,
P. L. -J. Ritchie, A. Maercker, and T. J. Rebello
Copyright © 2024 American Psychological Association. All rights reserved.
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The editors and authors of this volume represent only a small portion 

of the hundreds of experts and thousands of clinicians around the world 

on whose contributions this book is based and to whom it is dedicated. 

In particular, we acknowledge Suzanne Bennett Johnson, 

Shekhar Saxena, and Ann D. Watts, without whose strategic vision; 

political acumen; and sustained commitment, collaboration, and support 

this book and the work behind it would not have been possible.
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  xiii

It is widely acknowledged that the publication of third edition of the Diagnostic 

and Statistical Manual of Mental Disorders (DSM-III) by the American Psychiatric 

Association (1980) marked a paradigm shift in the classification of mental disor-

ders. A principal element of this shift was the adoption of a descriptive approach 

to diagnostic criteria, in which disorders were defined strictly in terms of their 

symptomatic presentations. Diagnostic criteria focused on what could be visibly 

observed or reported by the patient and studiously avoided incorporating theo-

ries about causality into the definitions. (It has been pointed out that this 

approach is not truly “atheoretical” given that the approach itself constitutes a 

theory.) Around the same time, there was also a move toward objective descrip-

tive definitions of mental disorders related to the World Health Organization’s 

International Classification of Diseases (ICD), but these were much more fully real-

ized in the DSM-III.

Despite important differences between the ICD and the DSM (First et al., 

2021), this descriptive approach continues to characterize the latest version of 

the diagnostic manuals for both systems: the Clinical Descriptions and Diagnostic 

Requirements for ICD-11 Mental, Behavioural and Neurodevelopmental Disorders 

(CDDR; World Health Organization, 2024) and the text revision of the fifth 

edition of the DSM (DSM-5-TR; American Psychiatric Association, 2022). In the 

ICD-11 CDDR, for each disorder the section on essential (required) features 

defines the disorder descriptively in terms of how it presents symptomatically. 

Moreover, across all of the additional sections that provide information about 

each disorder in the CDDR—additional clinical features, boundary with normal-

ity (threshold), course features, developmental features, culture-related fea-

tures, sex and/or gender-related features, and boundaries with other disorders 

FOREWORD
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xiv  Foreword

and conditions—a conscious effort has been made to confine the diagnostic 

material to information relevant to the process of making the diagnosis and not 

to include information about either hypothesized etiological factors or about 

treatment selection.

However, although making an accurate diagnosis is a necessary and essential 

component in the management of mental disorders, it is only the first step. What 

is generally of greatest importance to clinicians is the selection and implementa-

tion of the treatment most likely to reduce the patient’s suffering and conse-

quently to improve their psychosocial functioning and quality of life. Similarly, 

the essential diagnostic features are not in themselves an adequate basis for case 

conceptualization. In fact, the World Health Organization International Advi-

sory Group for ICD-11 mental, behavioral, and neurodevelopmental disorders

took the position that diagnostic classification is only a part of patient assessment 
and that the classification system should not attempt to function as a guide to 
patient care or a comprehensive textbook of psychiatry. The focus of the ICD is on 
the classification of disorders and not the assessment and treatment of people. . . . 
Additional information beyond the diagnostic categories and descriptions is clearly 
needed to improve the quality of care and the impact of services for mental and 
behavioural disorders. (International Advisory Group for the Revision of ICD-10 
Mental and Behavioural Disorders, 2011, p. 91, italics in original)

This book helps bridge the gap between diagnosis and treatment by focusing 

on the psychological mechanisms associated with the ICD-11 mental and behav-

ioral disorders. As noted in Chapter 1, “a psychological approach to diagnosis is 

one that focuses on psychological mechanisms and principles as an aspect of 

diagnostic practice and case formulation, regardless of professional discipline.  

It considers the psychological factors—including cognitions, emotions, and 

behaviors—involved in the development and maintenance of each major 

grouping of mental disorders and their linkage with treatment considerations.” 

For example, the essential features in ICD-11 CDDR for obsessive-compulsive and 

related disorders (OCRD) focus on their symptomatic presentations (i.e., pres-

ence of persistent obsessions and/or compulsions in obsessive-compulsive 

disorder; persistent preoccupation with one or more perceived defects or flaws 

in appearance in body dysmorphic disorder; persistent preoccupation about 

emitting a foul or offensive odor in olfactory reference disorder; persistent pre-

occupation or fear about the possibility of having one or more serious, progres-

sive or life-threatening illnesses in hypochondriasis; and accumulation of 

possessions that results in living spaces becoming cluttered to the point that their 

use or safety is compromised in hoarding disorder).

In contrast, in Chapter 9 of this book, a section titled “A Psychological 

Approach to OCRDs,” goes beyond superficial symptomatic manifestations and 

focuses on the underlying psychological mechanisms. The chapter notes 

that cognitive behavioral models emphasize the role of faulty appraisals and 

dysfunctional beliefs in the development and maintenance of OCRD. In partic-

ular, misappraisals of the significance of intrusive thoughts—as informative, 
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important, dangerous, or predictive of harm—lead to increased anxiety and dis-

tress and to the performance of behaviors aimed at reducing these emotions or 

the perceived likelihood of catastrophic consequences occurring and thus pre-

serving the symptoms through negative reinforcement. Similarly, Chapter 16, 

“Disorders Due to Addictive Behaviors and Impulse Control Disorders,” describes 

the urgency-premeditation-perseverance-sensation seeking (UPPS) impulsivity 

model as a particularly useful framework for understanding these disorders.

The chapters of this book are intended to provide clinicians with tools that go 

beyond phenomenology and help to conceptualize the underlying psychological 

mechanisms for different groups of disorders. This information is directly rele-

vant to the provision of effective psychological treatment. The editors of the 

book emphasize in Chapter 1 that the articulation of psychological mechanisms 

is not intended to suggest that these represent the necessary and sufficient 

causes of the disorders described. At the same time, they are based on scientific 

evidence about how disorders and specific symptoms develop, how they relate 

to one another, and how they are maintained over time. They make an impor- 

tant contribution to case conceptualization and signal important avenues for 

psychological intervention. This will be of use to both students and clinicians, 

given that many of the clinical interventions known to be effective for mental 

disorders are based on psychological treatment methods, alone or in combi-

nation with pharmacological treatment.

The highest priority in the construction of the CDDR was to maximize clinical 

utility. As such, the CDDR avoids arbitrary cutoffs and overly precise require-

ments related to symptom counts and duration unless these have been empiri-

cally established or there is another compelling reason to include them. This 

approach is intended to conform to the way clinicians actually make diagnoses, 

with the flexible exercise of clinical judgment, and to increase clinical utility by 

allowing for individual and cultural variations in presentation. This places a 

greater emphasis on understanding the nature of the clinical expression of the 

essential features, as opposed to imposing precise rules, and is also compatible 

with a deeper understanding of the mechanisms underlying the presenting 

symptoms.

This book is an invaluable supplement to the ICD-11 CDDR that can be 

highly recommended to both clinicians and trainees involved in the treatment 

of individuals with mental disorders, regardless of discipline. Its focus on taking 

a psychological approach to ICD-11 diagnosis will help the clinician in select-

ing the psychological treatments most likely to be effective for a particular 

patient as well as enhance the likelihood of developing a successful therapeu-

tic alliance.

—Michael B. First

Department of Psychiatry, Columbia University  

Vagelos College of Physicians and Surgeons
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  3

1
A Psychological Approach to 
Diagnosis
Andreas Maercker, Tahilia J. Rebello, Pierre L.-J. Ritchie,  
and Geoffrey M. Reed

This book is intended as an essential resource for mental health practitioners 

and educators around the world who will implement the World Health 

Organization’s (WHO’s) Clinical Descriptions and Diagnostic Requirements for ICD-11 

Mental, Behavioural and Neurodevelopmental Disorders (CDDR; WHO, 2024) in their 

clinical practice, teaching, and training. This book is not intended to replace the 

CDDR and does not duplicate their text. Rather, it is intended as an important tool 

to be used together with the CDDR to facilitate understanding as well as accurate 

and skillful implementation of the International Classification of Diseases–11th Revision 

(ICD-11) classification of mental, behavioral and neurodevelopmental disorders 

in health care and other clinical settings.

A Psychological Approach to Diagnosis: Using the ICD-11 as a Framework offers a 

structured approach to implementing the CDDR in clinical practice that is vital 

not only for practitioners and trainees in psychology but also for mental health 

professionals in psychiatry, nursing, social work, and other disciplines who aim 

to deliver high-quality, empirically informed mental health care. A psycholog-

ical approach to diagnosis is one that focuses on psychological mechanisms and 

principles as an aspect of diagnostic practice and case formulation, regardless of 

professional discipline. It considers the psychological factors—including cogni-

tions, emotions, and behaviors—involved in the development and maintenance 

of each major grouping of mental disorders and their linkage with treatment 

considerations.

https://doi.org/10.1037/0000392-001
A Psychological Approach to Diagnosis: Using the ICD-11 as a Framework, G. M. Reed,  
P. L.-J. Ritchie, and A. Maercker (Editors)
Copyright © 2024 by the American Psychological Association and the International 
Union of Psychological Science. All rights reserved.
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4  Maercker et al.

The etiologies of mental, behavioral, and neurodevelopmental disorders are 

complex and, in most cases, not clearly understood. There are some exceptions, 

such as specific genetic syndromes that are linked to certain neurodevelop-

mental disorders (see Chapter 3). The classification of neurocognitive disorders 

includes specific forms of dementia that are attributable to identified under-

lying disease processes (Chapter 18), and the use of psychoactive substances 

has been shown to cause a variety of substance-induced mental disorders 

(Chapter 15). Even in these cases, where the etiology is considered established, 

there is a broad spectrum of symptom expression and co-occurring disorders 

that vary unpredictably across individuals.

For the majority of disorders, there is not a one-to-one relationship between 

a particular etiology and a particular syndrome. A variety of genetic, epigenetic, 

familial, neurochemical and neurophysiological, emotional, psychological, 

social, and environmental factors have been identified as risk and protective 

factors in the development, symptomatic expression, and course of mental, 

behavioral, and neurodevelopmental disorders. Even in posttraumatic stress 

disorder (PTSD), which is generally believed to have a clear etiology because it 

develops in response to an event or situation of an extremely threatening or 

horrific nature, other factors are clearly relevant. Many people who experience 

these events do not develop a mental disorder, whereas others do not develop 

PTSD but rather other disorders such as anxiety disorders, depressive disorders, 

or disorders due to substance use (see Chapter 10).

One reason it is important to emphasize the issues related to etiology is that 

neither the editors nor any of the authors of this book intend to communicate 

that the psychological mechanisms described for a particular disorder or set of 

disorders represent the necessary and sufficient cause of the disorder. Rather, 

evidence described in the chapters suggests that these psychological mecha-

nisms can be relevant to how disorders and specific symptoms develop, how 

they relate to one another, and how they are maintained over time. They rep-

resent an important basis for case conceptualization and signal important 

avenues for psychological intervention. Although a detailed discussion of  

disorder-specific psychological interventions is beyond the scope of this book, 

a large body of evidence indicates that the most effective interventions for a 

wide range of disorders are psychological ones (Nathan & Gorman, 2015). For 

other disorders, psychological interventions are often combined with pharma-

cological interventions, and such combination treatment has generally been 

found to be more effective than either alone (Leichsenring et al., 2022).

This book is written to be useful to practitioners, residents, interns, teachers, 

and students in psychology and to be responsive to the unique context of psy-

chological practice. Moreover, an understanding of psychological mechanisms 

and principles as they relate to the diagnosis of mental disorders also has a place 

in the unique body of knowledge and training of a range of mental health disci-

plines and health disciplines. Accordingly, although many of the chapter authors 

are renowned psychologists from across the world, experts from psychiatry and 

other disciplines are also important contributors to this book.
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A Psychological Approach to Diagnosis  5

STRUCTURE AND CONTENT OF THIS BOOK

This first chapter provides the conceptual framework for the psychological 

approach to diagnosis, which serves as a unifying perspective across the book. 

The second chapter focuses on ICD-11’s global approach, embodied in its devel-

opment and testing, its characteristics, and its implementation. The largest block 

of chapters, comprising Chapter 3, on disorders of intellectual development and 

developmental learning disorder, through Chapter 18, on neurocognitive dis

orders, cover the major groupings of ICD-11 mental, behavioral, and neuro

developmental disorders. Each of these chapters further elaborates the ways in 

which an awareness of psychological mechanisms and principles contributes to 

diagnosis and case conceptualization in each respective disorder area.

In most cases, the content of these chapters corresponds to the major disorder 

groupings in the ICD-11, such as schizophrenia and other primary psychotic dis-

orders (Chapter 5), anxiety and fear-related disorders (Chapter 8), and person-

ality disorders and related traits (Chapter 17). The order of the chapters in this 

book correspond to the order of the groupings in the ICD-11. This order is 

intended to approximate a developmental perspective on psychopathology 

based on the stages of life in which their onset is most typical, although the 

ICD-11 does not adhere perfectly to this principle. An exception to the corre-

spondence between chapters of this book and the groupings of the ICD-11 is 

neurodevelopmental disorders, which is the longest section in the CDDR. Spe-

cific components of neurodevelopmental disorders are highly important to psy-

chological practice, so these have been divided across Chapter 3, which covers 

disorders of intellectual development and developmental learning disorder; 

Chapter 4 on autism spectrum disorder; and Chapter 14, which covers attention 

deficit hyperactivity disorder (ADHD; a neurodevelopmental disorder) alongside 

the ICD-11 grouping of disruptive behavior and dissocial disorder due to their 

overlapping presentations and high rate of co-occurrence. Similarly, the ICD-11 

overarching grouping of mood disorders is covered by Chapter 6, on depressive 

disorders, and Chapter 7, on bipolar and related disorders. This book’s treatment 

of the ICD-11 grouping of disorders due to substance use and addictive behav-

iors, which contains more categories than any other grouping of mental dis

orders, is also divided across Chapter 15, on disorders due to substance use, and 

Chapter 16, on disorders due to addictive behaviors. Although disorders due to 

substance use and those due to addictive behaviors have overlapping symptoms, 

psychological mechanisms, and assessment strategies, there are also important 

differences. Chapter 16 also includes a discussion of compulsive sexual behavior 

disorder, which shares the characteristic of behavioral dysregulation but is not 

classified as an addiction but rather as an impulse control disorder.

Three additional chapters cover areas that, although not classified as mental 

disorders, are directly relevant to the psychological practice and with which it  

is important that psychologists and other mental health professionals be 

conversant. The first of these is sexual dysfunctions and sexual pain disorders 

(Chapter  19) and the second is sleep–wake disorders (Chapter  20). The 
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6  Maercker et al.

classification of both these areas in ICD-10 (WHO, 1992a, 1992b) relied on their 

now obsolete division into organic and nonorganic disorders. The term organic 

implied that a disorder had some basis in the brain or some “real” medical 

causation, whereas nonorganic denoted that it was “functional” or purely psy-

chological (i.e., the possibility of medical etiology had been ruled out). We wish 

to emphasize that this is not at all how the term psychological is used in this book.

The current state of the evidence clearly demonstrates that most sexual dys-

functions and sleep–wake disorders—like most mental disorders—involve both 

physiological and psychological/behavioral components that are further influ-

enced by a variety of environmental and other contextual factors (American 

Academy of Sleep Medicine, 2014; Reed et al., 2016). A major innovation in 

the ICD-11 was the introduction of two new chapters—on conditions related to 

sexual health and sleep–wake disorders, respectively—that bring together cat-

egories comprising these two sets of disorders that were previously distributed 

across several chapters in the ICD-10. These innovations more accurately reflect 

current scientific knowledge about these two groups of disorders, eliminate the 

“mind–body” split on which their previous classification was based, and pro-

vide clinicians with an integrated and accurate guide that serves to enhance 

understanding and improve diagnostic accuracy (Reed et al., 2019).

The final chapter of the book (Chapter 21) focuses on relationship problems 

and maltreatment. This chapter starts from WHO’s 1946 definition of health  

as “a state of complete physical, mental and social well-being and not merely 

the absence of disease or infirmity” (as cited in WHO, 2020, p. 1). The chapter 

observes that social well-being depends on the health of the relationships indi-

viduals form, most notably those with parents (or other primary caregivers), 

intimate partners, children, and other family members, that strongly affect 

individuals’ mental and physical health and well-being. Sometimes the behaviors 

that occur within these relationships are disturbed enough to constitute maltreat-

ment or abuse. This may create specific legal and ethical obligations for psycholo-

gists and other mental health professionals to protect vulnerable parties.

Each of these chapters contains a set of common elements. They begin by 

describing the overarching logic for the classificatory arrangement of the dis

orders discussed in the chapter. The arrangement of mental disorders categories 

within the ICD-11 was partly based on studies conducted for this revision on 

how clinicians think about mental disorders and their relationship to one 

another (Reed et al., 2013; Roberts et al., 2012). Each chapter also provides a 

discussion of the elements of a psychological approach to that set of disorders, 

including psychological models for conceptualizing their symptoms and 

recommendations for psychological assessment. The chapters also discuss 

presentations and symptom patterns for the disorders covered, specifiers and 

subtypes, boundaries with normality, differential diagnoses, co-occurring dis-

orders, developmental course, cultural and contextual considerations, and 

gender-related features. This material parallels and supplements the CDDR for 

the same set of disorders.

Together, these chapters cover the majority of conditions with which people 

are likely to present in the clinical practice of psychologists and other mental 
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A Psychological Approach to Diagnosis  7

health professionals. However, their coverage of the ICD-11 mental, behavioral, 

or neurodevelopmental disorders is not completely comprehensive. Practice in 

certain areas, such as elimination disorders, paraphilic disorders, and factitious 

disorders, is not covered in this book and will require more specialized resources.

Another major change in the ICD-11 that has important implications for psy-

chological practice is that transgender identity is no longer considered to be a 

mental disorder (Reed et al., 2016, 2019). The ICD-10 chapter on mental and 

behavioral disorders included a grouping called gender identity disorders. Two of 

the categories in this grouping have been renamed and reconceptualized in the 

ICD-11 and have been moved from the mental disorders chapter to the new 

chapter on conditions related to sexual health. The new categories are gender 

incongruence of adolescence and adulthood and gender incongruence of child-

hood; other categories from the ICD-10 grouping of gender identity disorders 

have been eliminated. The ICD-11 explicitly states that gender variant behavior 

and preferences alone are not sufficient for a diagnosis of gender incongruence 

(WHO, 2023). Gender incongruence was not proposed for elimination in the 

ICD-11 because in many countries a qualifying diagnosis is required to access 

health services. The new conceptualization of gender incongruence and its 

removal from the ICD-11 chapter on mental disorders were supported by a large 

study of transgender people in Mexico City (Robles et al., 2016), as well as rep-

lications in five other countries (Robles et al., 2022).

Psychologists and other mental health professionals should adopt a clinical 

stance consistent with WHO’s policy that being transgender is not a mental dis-

order. They should recognize the particular vulnerability of this population to 

stigmatization and violence, as well as the difficult history and negative experi-

ences many transgender individuals have had with the health system (Robles 

et al., 2016; WHO, 2015). All mental health professionals should be prepared  

to assess and provide equitable and nonstigmatizing services responsive to the 

mental health needs of transgender individuals. At the same time, the diagnosis 

of gender incongruence per se is a rapidly evolving and controversial area, and 

the interested clinician is referred to more specialized resources (Coleman et al., 

2022) for further information.

In all areas, it is expected that psychologists and other mental health profes-

sionals “provide services, teach, and conduct research with populations and in 

areas only within the boundaries of their competence, based on their education, 

training, supervised experience, consultation, study, or professional experience” 

(American Psychological Association, 2017). This book, along with the CDDR, 

provides a fundamental step toward competent diagnostic practice using the 

ICD-11.

DEFINING A PSYCHOLOGICAL APPROACH TO PSYCHOPATHOLOGY

The science of psychopathology is in large part the systematic description of 

mental disorders and their correlates and substrates, starting with the identifi-

cation of emotions, thoughts, and behaviors that are characteristic of mental 
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8  Maercker et al.

disorders and the disturbances in psychological processes that underlie them. 

When these experiences and behaviors reach an agreed-upon threshold of 

severity, dysfunction, or distress, they may be characterized as symptoms. 

In this regard, the diagnostic process proceeds from an understanding of 

psychopathology.

A psychological approach to psychopathology is grounded in an under-

standing of how people think, feel, and act as individuals as well as in the 

context of their intimate and other proximate relationships and their broader 

social and environmental context. While the psychological approach is person- 

centered, emotions, thoughts and actions are most often subjectively experi-

enced through interactions with others and with the environment. This is a 

distinct and scientifically informed strategy anchored in inquiry regarding rel-

evant cognitive, emotional, motivational, interpersonal, and other psycholog-

ical processes.

The chapters of this book describe psychological models that are relevant for 

conceptualizing the expression of disorders in a particular individual. For 

example, Chapter 5, on schizophrenia and other primary psychotic disorders, 

reviews evidence of a very strong genetic component in schizophrenia but also 

indicates what appears to be inherited is a vulnerability to schizophrenia and 

related disorders rather than the disorder. The likelihood that this vulnerability 

will be expressed in a diagnosable disorder is increased by factors that have a 

psychological impact, such as exposure to childhood trauma, migration, and 

discrimination. Factors associated with symptom expression and maintenance 

also vary across symptoms. For example, negative symptoms may be linked to 

social withdrawal, and incoherent speech to interpersonal stress. The ICD-11 

therefore provides an inherently more psychological model of psychotic symp-

toms, which has replaced the ICD-10 system of schizophrenia subtypes (e.g., 

paranoid, hebephrenic), which has been shown to lack validity, with ratings of 

specific symptom domains (e.g., positive symptoms, negative symptoms, cogni-

tive symptoms) as they are currently experienced. These symptom domains 

provide a stronger basis for conceptualizing currently needed interventions and 

can be used to assess change and improvement over time, making them more 

compatible with a recovery-based approach.

The discussion of psychological mechanisms in obsessive-compulsive dis-

order (OCD) in Chapter 9 emphasizes cognitive factors including misappraisals 

of intrusive thoughts as informative, important, dangerous, or predictive of 

harm, leading to increased anxiety and distress. In turn, compulsions are aimed 

at reducing these emotions or reducing the likelihood of the feared catastrophic 

consequence, thus strengthening and maintaining the symptom through nega-

tive reinforcement. Dysfunctional beliefs such as an inflated sense of responsi-

bility, perfectionism, or the belief that thoughts are equivalent to actions can 

increase the likelihood of misappraisals. Although there is no question that 

important neuroanatomical, neurochemical, and genetic features are etiologi-

cally important in OCD, an understanding of psychological processes in OCD is 

important in conceptualizing the development and maintenance of obsessions 

and compulsions as well as suggesting avenues for intervention. This model 
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A Psychological Approach to Diagnosis  9

relates directly to the provision of specifiers in the ICD-11 for the level of insight 

associated with OCD and related disorders. The use of cognitive intervention 

strategies would be appropriate for individuals with fair to good insight, allowing 

them to consider, at least some of the time, that their thoughts may not be true 

and possibly to accept an alternative explanation. For people with poor to absent 

insight, more purely behavioral strategies such as exposure and response pre-

vention are more likely to be effective.

Chapter 16, on disorders due to addictive behaviors and compulsive sexual 

behavior disorder, applies the urgency–premeditation–perseverance–sensation- 

seeking (UPPS) impulsivity model to these disorders. The urgency component of 

the UPPS model encompasses emotion-related impulsivity and reduced inhibi-

tory control; the (lack of) premeditation component is related to inability to delay 

rewards, poor decision-making, and poor problem-solving; the (lack of) persever-

ance component relates to difficulty remaining focused on tasks that are boring 

or cognitively demanding, increasing the likelihood of memory intrusions that 

promote subjective states of urge or craving; and the sensation-seeking compo-

nent is a risk factor for the initiation of various problematic behaviors (e.g., 

drug use, delinquent acts, gambling, risky sexual behaviors), although other 

aspects of the model appear to be more important in their maintenance.

A psychological approach promotes a comprehensive understanding of dis-

order or dysfunction by considering the person’s subjective experience, whether 

they are distressed by it, and whether they negatively impact the lives of others, 

especially those in their proximate interpersonal context. A psychological 

approach leads to more informed and deeper case conceptualization, regardless 

of the presumed etiology of disorder, strengthening intellectual coherence and 

supporting the clinical application of the CDDR. Moreover, many of the effec-

tive clinical interventions for mental disorders, either alone or in combination 

with other therapies (e.g., pharmacotherapy), are based on psychological treat-

ment methods (Norcross et al., 2016). This book focuses on diagnosis, and thus 

a detailed discussion of interventions is beyond its scope. However, the pre-

ceding examples make clear that a psychological approach to diagnosis informs 

clinical interventions to improve the mental health and functioning of the 

person who is experiencing a mental disorder.

HOW DO THE CDDR SUPPORT A PSYCHOLOGICAL APPROACH?

The CDDR draw on research and clinical findings in psychology in their descrip-

tion of the disorders covered in this book. The CDDR guide clinicians in making 

a diagnosis through evidence-informed descriptions of the presentations and 

symptom patterns and other diagnostic material in a consistent manner across 

all diagnostic categories in the ICD-11 chapter on mental, behavioral, and 

neurodevelopmental disorders (First et al., 2015). These elements, shown 

in Box 1.1, support clinicians in making a differential diagnosis and devel-

oping a case formulation based on a psychological approach. Multilingual 

field testing of the CDDR through Internet- and clinic-based studies involving 
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10  Maercker et al.

thousands of mental health professionals from across the world also allowed for 

the validation and evidence-based improvements in clinical utility, global appli-

cability, and reliability of the CDDR for assessment and diagnosis (Keeley et al., 

2016; Reed et al., 2019). When used by well-trained clinicians, the CDDR provide 

considerable enhancements that increase the probability of accurate diagnoses. 

They provide practical means for collecting useful information and enable 

clinicians to make evidence-informed ratings of functioning and impairment 

through detailed descriptions and examples of functional impact for disorders, 

at varying severity levels, across a range of domains. The use of multidimen-

sional assessments and profiles in diagnosis and management is a key feature of 

the psychological approach. The use of psychological tests and other forms of 

psychometric assessment is an integral part of this practice.

A Dimensional Approach to Psychopathology

One of the most profound changes in the ICD-11 classification of mental, behav-

ioral, and neurodevelopmental disorders is that structural innovations in the 

now fully digital classification have made it possible to create linkages among 

categories and integrate dimensional assessments in the context of the categor-

ical classification system (Reed et al., 2019). As mentioned previously, this is the 

case for schizophrenia and other primary psychotic disorders, where severity 

and functional impact can be specified as none, mild, moderate, or severe for six 

classes of symptoms: positive and negative symptoms, depressed and manic 

mood, psychomotor symptoms, and cognition (see Chapter 5). The CDDR 

include detailed guidance for assigning these ratings to generate a detailed and 

individualized profile of symptoms and functional impact at a given point in 

time. Also consistent with a psychological approach, improvement in these 

BOX 1.1  | � INFORMATION PROVIDED FOR THE MAIN 
DISORDER CATEGORIES IN THE CLINICAL 
DESCRIPTIONS AND DIAGNOSTIC REQUIREMENTS 
FOR ICD-11 MENTAL, BEHAVIORAL AND 
NEURODEVELOPMENTAL DISORDERS

Essential (required) features
Additional clinical features
Boundary with normality (threshold)
Course features
Developmental presentations
Culture-related features
Sex- and/or gender-related features
Boundaries with other disorders and conditions (differential diagnosis)

Note. ICD-11 = International Classification of Diseases–11th Revision.
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A Psychological Approach to Diagnosis  11

symptom domains may be a critical outcome of treatment, which might be more 

directed at improving functioning and quality of life than on curing or elimi-

nating the underlying disorder. This is in marked contrast to the process of 

assigning a label in ICD-10 (e.g., paranoid schizophrenia, undifferentiated schizo-

phrenia) that supposedly represented a type of schizophrenia with the implica-

tion that this pattern would be durable over time.

Similarly, in disorders of intellectual development, diagnosis and assessment 

is supported by inclusion in the CDDR of behavioral indicators by age group 

(early childhood, childhood and adolescence, adulthood) to capture a person’s 

intellectual functioning as well as their adaptive behavior functioning in the 

domains of conceptual, social, and practical skills (see Chapter 3). Impairment or 

limitations in each area experienced by the individual being assessed can be 

rated as mild, moderate, severe, or profound, and these scores are integrated to 

form an overall rating of disorder severity. These ratings show specific areas in 

which people with disorders of intellectual development need support as well as 

what they are able to do on their own, consistent with a psychological approach.

To take another example, syndromal diagnoses of dementia (see Chapter 18) 

are rated for severity (mild, moderate, severe) and are linked to diagnosis of the 

underlying cause, if known (e.g., Alzheimer disease, cerebrovascular disease, 

chronic use of alcohol, Parkinson disease, HIV). In addition, specifiers for behav-

ioral or psychological disturbances in dementia (psychotic symptoms, mood 

symptoms, anxiety symptoms, apathy, agitation or aggression, disinhibition, and 

wandering) can be appended to the diagnosis. As many of these specifiers can be 

used as necessary to describe specific needs for intervention for the individual 

being evaluated.

The area of personality disorders has also undergone a profound shift toward 

both a dimensional model and the integration of a psychological approach, as 

described in Chapter 17. In the ICD-10, there were general diagnostic require-

ments for personality disorder, followed by nine specific personality disorders 

(e.g., paranoid personality disorder, dissocial personality disorder, emotionally 

unstable personality disorder, borderline type), plus additional categories for 

“other” and “unspecified” personality disorders. The ICD-11 has retained updated 

general diagnostic requirements for personality disorder. If these are met, the 

severity of the disorder is classified, based on (a) the degree and pervasiveness of 

disturbance in the person’s relationships and their sense of self; (b) the intensity 

and breadth of the emotional, cognitive, and behavioral manifestations of per-

sonality dysfunction; (c) the extent to which these patterns and problems cause 

distress or psychosocial impairment; and (d) the level of risk of harm to self and 

others. This approach clearly locates personality disturbance along a continuum 

with normal functioning. The severity-based classification is important because 

severity is a major driver of the need for complex treatments compared with 

simpler treatments. It is also intended to be useful in nonspecialist settings and 

to assist in tracking changes in the severity of the disturbance over time.

The personality disturbance can be further characterized by five trait domain 

specifiers that are based on extensive psychological research (see Chapter 17) 
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12  Maercker et al.

and continuous with personality traits in individuals who do not have person-

ality disorders. The trait domains are negative affectivity, detachment, disso-

ciality, disinhibition, and anankastia. Multiple specifiers may be applied, as 

necessary, to describe characteristics of the personality disturbance in an indi-

vidual case. The trait domain specifiers are not diagnostic categories; rather, they 

represent a set of dimensions that correspond to the underlying structure of an 

individual’s personality. The model provided by the ICD-11 of how traits interact 

in the expression of personality is specifically psychological. To fully operation-

alize and reliably implement a more complex and individualized dimensional 

model compared with a categorical one, the development of reliable and valid 

psychological tests will be important and indeed is well underway (e.g., Bach 

et al., 2021; Clark et al., 2021; Oltmanns & Widiger, 2021).

A Developmental Approach

Consistent with the perspective of developmental psychology, the ICD-11 has 

adopted a lifespan approach to the classification and description of mental dis

orders, reflected in the material provided in the CDDR and in this book. This 

approach emphasizes the continuity of expressions of psychological distress and 

mental health conditions among children, adolescents, and adults, including 

older adults. In the ICD-11, separate disorder groupings specific to childhood and 

adolescence were eliminated, and these disorders distributed to corresponding 

groupings. For example, separation anxiety disorder was moved to the anxiety 

and fear-related disorders grouping, and adult presentations are specifically 

described. For all main disorder categories, the CDDR provide information, 

where available, describing variations in the presentation of the disorder among 

children and adolescents as well as among older adults. Although the diagnosis 

of neurodevelopmental disorders requires that they have their onset during the 

developmental period (before the age of 18), adult presentations are also 

described. Important examples include disorders of intellectual development 

(see Chapter 3), autism spectrum disorder (see Chapter 4), and ADHD (see 

Chapter 14). Adult forms of disruptive behavior and dissocial disorders are 

also considered (see Chapter 14).

To expand on the example of ADHD, Schmidt and Petermann (2009) 

describe the ways in which ADHD manifests over the life course. From an early 

age, people who are later diagnosed with ADHD already show a higher motor 

activity level and increased negative emotionality. At preschool age, problems 

with attention and difficulty following instructions develop. If the disorder is 

recognized and treated at this early point, the symptoms can diminish, but 

otherwise they will typically intensify. At school age, there are notable ADHD 

symptoms; these may be accompanied by symptoms of other conditions such 

as dyslexia or dyscalculia. Intervention at this developmental stage can mitigate 

the effects of the disorder and yield positive outcomes at home, school, and in 

social lives. If ADHD persists or worsens in adolescence and adulthood, the core 

symptoms may expand to include disorganization, emotional reactivity, and a 

higher risk of co-occurring disorders such as disorders due to substance use, 
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A Psychological Approach to Diagnosis  13

depressive disorders, and anxiety or fear-related disorders. The CDDR support 

the early detection and consistent monitoring of ADHD by describing its mani-

festations throughout the life course. The CDDR include sections on Course 

Features and Developmental Presentations that provide clinical guidance 

regarding typical onset and natural history of each disorder.

Another aspect of this developmental perspective relates to the longitudinal 

course of disorders. Many mental disorders are chronic, but most are also epi-

sodic such that phases of adaptation, maladaptation, and positive changes can 

alternate several times over a person’s life. For example, a child might develop 

depressive episodes that remit during adolescence, then reappear in adulthood. 

The person may recover again and regain a stable sense of well-being that can 

last into old age, or they may continue to suffer recurrent depressive episodes for 

the remainder of their life. These trajectories and their determinants and out-

comes have been studied for a variety of mental disorders (e.g., Hoffmann et al., 

2021; Veldman et al., 2015). The ICD-11 provides a variety of mechanisms for 

specifying the course of mental disorders in a particular case (e.g., schizophrenia, 

first episode, currently symptomatic; acute and transient psychotic disorder, 

multiple episodes, in partial remission; recurrent depressive disorder, current 

episode severe, without psychotic symptoms, with seasonal pattern; bipolar 

type I disorder, current episode manic, with psychotic symptoms). These speci-

fiers provide a substantial amount of valuable information about a person’s clin-

ical trajectory, with important implications for treatment.

A PSYCHOLOGICAL APPROACH TO DIAGNOSTIC ASSESSMENT

A diagnostic evaluation is most commonly prompted when a person seeks 

care due to either (a) subjectively experienced distress, impairment, or related 

dysfunction that reduces their psychological, physical, or interpersonal well-

being; or (b) initiation by someone else who is close to the person and is 

distressed, concerned, or otherwise affected by the person’s behavior (e.g.,  

a spouse or partner, a parent or child, a workplace manager). Diagnostic eval-

uations may also be requested based on a person’s interaction with the legal 

system, which raises a complex set of issues related to practice in the forensic 

context that is largely beyond the scope of this book.

There are a range of methodologies for assessing psychopathological symp-

toms, disturbed psychological process, and related mental and interpersonal 

distress. Much information about symptoms experienced by the person as 

distressing can be obtained through self-report. This can be aided by appropri-

ately normed and valid self-report measures. All chapters of this book that 

focus on specific groups of disorders contain information about measures that 

may be relevant in assessing those disorders, with priority given to instruments 

freely available in multiple languages.

In some cases, information necessary for making a diagnosis must be gath-

ered more directly by the clinician through direct observation or clinician- 

administered psychological tests. For example, this is considered the optimal 
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approach for diagnosing disorders of intellectual development and develop-

mental learning disorder (as described in Chapter 3) as well as neurocognitive 

disorders (as described in Chapter 18). Structured clinical interviews are also 

being developed for ICD-11 that are intended to be useful as a means of system-

atically gathering information about symptoms and differential diagnoses. Inter-

views with other informants (e.g., parents or other caretakers, teachers) are 

typically important for children or adolescents, as well as for adults with certain 

types of problems. For example, during some phases of certain disorders, the 

person may not be aware of the dysfunction associated with their symptoms 

(e.g., euphoric mood during a manic episode, hallucinations during an episode 

of schizophrenia, hoarding behavior).

Establishing a diagnosis is a fundamental step toward developing a treat-

ment plan. A diagnosis is made based on an integrative evaluation of the col-

lected findings from all available sources of information. Depending on the 

presenting problems, these may include a summary of symptoms, functional 

assessments, clinical interviews, and case history including personal, educational/ 

vocational, family, medical, and social history, as well as results from psycho-

logical and other tests. It is critical for the clinician to be aware that the diag-

nostic process can be prone to errors, particularly those due to the clinician’s 

biases or customary patterns of practice (Kildahl et al., 2023; Liu et al., 2022). 

Using multiple assessment methods and multiple sources of information 

reduces the risk of the clinician leaping prematurely from an initial clinical 

impression to a diagnosis without adequately assessing pertinent and poten-

tially contradictory information.

A fundamental strategy for reducing the impact of bias is the systematic 

and objective consideration of differential diagnoses when the evaluation 

reveals elements that could be indicative of more than one diagnosis. All 

essential features included in the CDDR for the disorders being considered in 

the differential should be carefully evaluated. The person being evaluated 

may also be experiencing co-occurring disorders, and multiple diagnoses may 

be warranted. Clinicians should be aware of the potential for the symptoms 

of one disorder (e.g., a disorder due to substance use) to mask those of another 

(e.g., a depressive disorder). The CDDR provides extensive information on 

differential diagnoses for each disorder. Similarly, alternative explanations for 

the observed findings (e.g., a medical condition, the effects of a substance or 

medication, intense anxiety in the testing situation) must be considered.

The CDDR also provide information on distinguishing each disorder from 

normal variation or subclinical presentations. The mere presence of symptoms 

does not necessarily warrant a diagnosis. For example, significant symptoms of 

grief that impact functioning which are present in response to the recent loss of 

a spouse or partner would not be considered a disorder. However, when the 

nature, severity, and duration of these symptoms markedly exceeds social, cul-

tural, or religious norms for the individual’s culture and context and results in 

significant impairment in personal, family, social, educational, occupational, or 

other important areas of functioning, a diagnosis of prolonged grief disorder 

may be warranted.
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A Psychological Approach to Diagnosis  15

A psychological approach considers people within their social and environ-

mental context. When significant variations in affect, behavior, and thinking 

meet established requirements, a diagnosis can be made. Nonetheless, compe-

tent practitioners will exercise informed clinical judgment in determining 

whether a diagnosis is warranted. Clinical judgment is not an expression of indi-

vidual beliefs or externally driven ideology. Rather, it is a thoughtful consider-

ation of factors (e.g., culture, learned adaptive behaviors) that may explain 

behavioral variations. For example, expressions of unusual thoughts may make 

others uncomfortable but are not inherently an expression of a psychotic dis-

order. The absence of crying in response to an important loss when crying is 

culturally normative is most often not due to a lack of empathy or avoidance of 

grief. However, in both instances, the person or others in their environment 

may be concerned about atypical behaviors or the absence of socially mandated 

expressions. When the clinician concludes that a diagnosable disorder is not 

present, it may be important to assist the person in recognizing that there is 

nothing inherently problematic about their individual experience and expres-

sion, even if it varies from the norms of their community, culture, or family. 

Clinicians may also assist others in close relationships with the identified patient 

to understand, accept, or at least tolerate behavior they consider to be unusual.

The essential features of most ICD-11 mental, behavioral, and neurodevel-

opmental disorders include significant impairment in personal, family, social, 

educational, occupational, or other important areas of functioning. Systematic 

assessment of these areas of functioning, in terms of how each is being affected 

by the presenting symptoms, provides a much more comprehensive under-

standing of the person. The functional impact of mental disorders is often 

cumulative and interacts with symptoms over time; earlier episodes can affect 

behaviors, choices, and opportunities that may confer greater vulnerability to 

later episodes. Moreover, the same disorder has different impacts on the psy-

chosocial functioning of affected persons, producing different forms of subjec-

tive suffering and differing degrees of impairment. Sometimes people who are 

experiencing substantial emotional and psychological distress may avoid 

showing overt dysfunction such as relationship disruption or problems in 

occupational performance through significant additional effort. However, 

having to expend this degree of effort can be considered a type of functional 

impairment. For example, the CDDR describe how some individuals with 

autism spectrum disorder may function adequately in many contexts through 

exceptional effort, such that their deficits are not apparent to others. A diag-

nosis of autism spectrum disorder is still appropriate in such cases when other 

diagnostic requirements are met. Often, functional impairment emerges over 

time—for example, as developing children are faced with increasing social 

demands that eventually exceed their capacity to compensate.

Individual History

History-taking is also a part of diagnostic assessment because it helps the clini-

cian to understand the impact of the individual’s disorder in terms of its risk 
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factors, precursors, onset, and course over the person’s life as well as the expe-
riences, vulnerabilities, strengths, and resources that may affect case concep-
tualization and treatment. History may be collected in an unstructured, 
semistructured (e.g., with coverage of specific prescribed areas), or fully struc-
tured (e.g., a standard history interview) manner. Although there are common 
generic features, the process of history-taking varies across the lifespan, requiring 
different methodologies, expertise, and experience.

As an illustration, key information collected during history-taking via a 
detailed clinical interview with adult persons may include the following:

•	 Sociodemographic: age, gender, education, occupation, religion, relation-
ship status, and contact details; biographical and family information such 
as childhood characteristics, emotional relationship to the nuclear family, 
peer relationships, psychosexual development, nonnormative life events 
such as abuse, traumatic life events, or any legal issues

•	 Social–interpersonal: relationships in adulthood, previous occupational  
history, family composition, financial circumstances, and notable transitions 
such as children moving out of the home or retirement

•	 Mental disorders: any previous episodes of the presenting complaint as 
well as any other past or ongoing mental health problems; pertinent family 
history, such as the presence of mental disorders within the nuclear and 
extended family across the current and previous two generations

•	 Medical/biological: current and previous illnesses (e.g., cardiovascular, respi-
ratory, endocrine, gynecological, renal) and systemic illnesses (e.g., auto
immune, infectious, cancers, intoxication); current and previous medications

The social–interpersonal and psychological components of history-taking 
provide important information for case conceptualization (discussed next), 
including factors related to the development and maintenance of the current 
mental disorder(s) as well as starting points for interventions. It is also important 
that the patient’s current social environment is evaluated (e.g., to enable plan-
ning social support measures for isolated persons with severe mental disorders). 
In addition to its diagnostic importance, the medical/biological component facil-
itates integration of care and coordination among health professionals who are 
concurrently treating comorbid medical conditions.

Case Conceptualization

Case conceptualization, also known as case formulation or problem formula-
tion, often represents an important product of a psychological approach to 
assessment. The case conceptualization consolidates different sources of diag-
nostic and contextual information about the individual based on a compre-
hensive bio-psycho-socio-cultural framework that supports a comprehensive 
understanding of the person. Elements of such a framework are shown in 
Box 1.2, which is intended to be illustrative and does not include all the fac-
tors that may merit detailed inquiry in an individual case.
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A Psychological Approach to Diagnosis  17

BOX 1.2  | � EXAMPLE ELEMENTS OF A BIO-PSYCHO-SOCIO-
CULTURAL FRAMEWORK AS A BASIS FOR CASE 
CONCEPTUALIZATION

Biological elements

Are there indications of genetic, metabolic, neurological, autoimmune, and other 
influences on the disorder?

Is it known whether a first-degree relative had a severe mental disorder such as 
bipolar disorder, dementia, or schizophrenia?

Psychological elements

What are the important affective, cognitive, motivational, values, and other char-
acteristics that enable coping and resilience?

Are there individual, family, or other experiences such as developmental problems, 
financial issues, personal autonomy or relatedness, or issues related to sexual 
orientation or gender identity?

Social elements

What is the person’s social situation—their social, occupational, and other 
relationships?

What are other socioenvironmental factors? These might include poverty,  
unemployment, social conflict, or exposure to civil conflict or war.

Cultural elements

What is the role of religion or spirituality in the person’s life? How might basic 
cultural factors such as individualistic versus collectivistic values be relevant 
to the person’s experience and their expression of distress and symptoms?

Are there culturally determined gender role differences (e.g., norms or rules 
about contact with the other sex or childcare and work outside the home), or 
identity-forming affiliations with specific ethnic groups or subcultures (e.g., 
activities/programs to reinforce ethnic identity)?

The use of stand-alone mental disorder diagnoses has long been criticized 

for being overly medicalized, uninformative regarding etiology, and unhelpful 

for intervention (Macneil et al., 2012). The assignment of a diagnosis has also 

sometimes been contrasted with both case conceptualization and recovery- 

based approaches (British Psychological Society, 2011). In truth, they are not 

incompatible. As a part of their systematic review of service user, clinician, 

and caregiver perspectives on mental health diagnosis, Perkins and colleagues 

(2018) pointed out that the many clinicians who value diagnosis are sup-

portive of recovery-based approaches. They concluded that the experience of 

diagnosis can be improved by integrating principles of psychological case con-

ceptualization, including “collaboratively developing a holistic understanding 

of a person’s difficulties that addresses etiology, and then using diagnosis as a 

tool to guide treatment and recovery” (p. 761).
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Dawson and Moghaddam (2015) developed evaluation criteria to promote 

the coherence and quality of case conceptualization. These are (a) clarity and 

parsimony, where key concepts are used specifically and nonredundantly;  

(b) precision and testability, meaning that the components of the case con-

ceptualization are potentially measurable and/or lead to testable hypotheses 

that are relevant to diagnosis, treatment, and outcomes; (c) comprehensive-

ness and relative generalizability—for example, the case conceptualization is 

applicable across a range of situations and clinical phenomena; (d) utility—that 

is, it facilitates shared meaning among clinicians as well as between clinician and 

patient; and (e) applied value, related to the effectiveness of interventions based 

on the conceptualization.

A solid case conceptualization facilitates the selection of treatments from the 

wide spectrum of evidence-informed psychological interventions that are avail-

able for mental disorders. Additional forms of intervention such as pharmaco-

therapy and social–environmental interventions (e.g., supported employment 

for individuals living with schizophrenia) may also be indicated. A case concep-

tualization should provide a coherent integration of multiple intervention 

methods based on the patient’s individual combination of cognitive, develop-

mental, personality, relational, social, and other factors in combination with the 

characteristics of one or more mental disorders. To ensure that the various 

methods are coordinated in a goal-oriented manner, each treatment should 

have a specified focus and objectives to orient the contributions of multiple cli-

nicians. As Perkins and colleagues (2018) concluded, a case formulation 

approach “could enable the diagnostic process to be implemented in a way that 

is concordant with recovery principles. It particularly supports collaboration, 

person centered care, and service user agency and empowerment, reflecting rec-

ommendations about service user participation” (p. 761).

Consistent with a case conceptualization approach, an important component 

of the diagnostic process is effective communication of the results of the assess-

ment to the person being evaluated. Thoughtfully prepared communication is a 

fundamental responsibility of clinicians. When appropriate, and with the 

patient’s consent, feedback may also be given to others in close relationships 

with the person. It is important for the clinician to be aware of those aspects of 

the diagnostic formulation that have the potential to be experienced as con-

fusing or even stigmatizing, as documented in ICD-11 field studies conducted 

with service users (Askevis-Leherpeux et al., 2022; Hackmann et al., 2019).

As the preceding discussion suggests, the psychological approach is a collabo-

rative one, emphasizing shared decision-making based on the principles of 

autonomy and self-determination (Joosten et al., 2008). These principles can be 

operationalized by several components: (a) agreement between the clinician 

and patient that assessment results and diagnoses will be communicated;  

(b) comprehensive information is provided about the disorder and treatment 

options, including evidence and alternatives; (c) patient preferences are deter-

mined, and the clinician’s recommendations are made explicit; (d) under-

standing the options and asking about alternatives are encouraged; and (e) in 

the case of severe mental disorders, when applicable, full adherence to the legal 
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framework for substitute decision-making during a temporary assumption of 

responsibility by the clinician or a designated other person, often a partner or 

family member.

Participatory decision-making generally has beneficial effects on compliance 

(e.g., fewer premature terminations of treatment, greater adherence to thera-

peutic protocols), treatment success, and patient satisfaction (Joosten et al., 

2008; Thompson & McCabe, 2012). Of course, these principles must also be 

implemented in a way that is congruent with the patient’s need for a diagnostic 

assessment conducted by a competent clinician–expert. In providing diagnostic 

information, conclusions, and recommendations, the clinician’s challenge is to 

be authoritative without being controlling or authoritarian.

CONCLUSIONS

The development of the ICD-11 chapter on mental, behavioral, and neurode-

velopmental disorders as well as the CDDR included an unprecedented degree 

of leadership and participation by psychologists in the development of the 

classification and diagnostic guidance, as well as participation of thousands of 

psychologists across the world in field-testing the proposed guidelines before 

their finalization and publication. At the same time, it is critical to emphasize 

that the entire process was multidisciplinary in nature, incorporating the most 

current knowledge and best practices from psychiatry and other disciplines. 

When we refer to a psychological approach, we do not mean one that is exclu-

sive or proprietary to the discipline of psychology. Rather, a psychological 

approach focuses on psychological mechanisms and principles as an aspect of 

diagnostic practice and case formulation, regardless of professional discipline.

Each disorder-specific chapter in this book highlights the ways in which 

the CDDR promote the application of the core principles of a psychological 

approach. Along with the CDDR, this book equips clinicians to understand the 

core aspects of the relevant clinical phenomena as well as to use their clinical 

judgment and their understanding of the person (e.g., developmental stage, 

social and cultural environment) to consider whether a given patient meets 

the diagnostic requirements for a given diagnosis. The CDDR are intentionally 

flexible to allow for clinical judgment and cultural variability; this flexibility 

has been shown to improve clinical utility without sacrificing reliability (Reed 

et al., 2018, 2019). The dimensional elements of the ICD-11 and the CDDR allow 

for more granular tracking of a patient’s clinical course, which can be valuable 

in assessing responsiveness to treatments (e.g., the person transitions from a 

severe to a moderate personality disorder after an intervention) and assessing 

clinical trajectories and prognoses. A range of specifiers are provided that allows 

for a more nuanced diagnosis and the incorporation of current and histor-

ical information.

In summary, the CDDR align strongly with core psychological principles, 

and their implementation is further guided by this book. Together, this book 

and the CDDR provide mental health professionals, primary care clinicians, 
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educators, and trainees with essential tools for the competent practice of diag-

nosis using the ICD-11 as a framework. As editors of this book, our intention 

is to facilitate the implementation of the ICD-11 around the world, contrib-

uting to reducing the global disease burden of mental disorders by helping to 

bridge the gap between those who need psychologically competent services 

and those who receive them.
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2
A Global Approach to 
Diagnosis
Geoffrey M. Reed

The World Health Organization (WHO) is a specialized, autonomous agency 

of the United Nations and the world’s foremost public health authority. 

Founded in 1948, the WHO provides leadership and technical assistance on 

matters related to health to its 194 member states (countries), including global 

efforts to expand health coverage, directing and coordinating the world’s 

response to public health emergencies, and promoting the highest possible level 

of health for all people through science-based policies and programs. WHO’s 

1946 Constitution defines health as “a state of complete physical, mental and 

social well-being and not merely the absence of disease or infirmity” (as cited in 

WHO, 2020, p. 2). Therefore, from the time of its founding, mental health has 

been an integral part of the WHO’s mission. Moreover, a right to universal mental 

health coverage is grounded in the WHO Constitution: “The enjoyment of the 

highest attainable standard of health is one of the fundamental rights of every 

human being without distinction of race, religion, political belief, economic or 

social condition” and “is fundamental to the attainment of peace and security 

and is dependent upon the fullest co-operation of individuals and States” (p. 2).

The 11th revision of the WHO’s International Classification of Diseases (ICD-11) 

was approved by the World Health Assembly on May 25, 2019 (WHO, 2019). 

The World Health Assembly is the WHO’s governing body, made up of the  

ministers/secretaries of health from all member states. The ICD is a core consti-

tutional function of the WHO; two of the explicitly identified purposes for which 

WHO was established are “to establish and revise as necessary international 
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nomenclatures of diseases, of causes of death and public health practices” and 

“to standardize diagnostic procedures as necessary” (WHO, 2020, p. 3). The 

ICD-11 covers all areas of health and is designed to be used for the classification 

of both causes of death (mortality) and diseases, disorders, injuries, and other 

health conditions (morbidity). The WHO’s 1946 Constitution (see WHO, 2020) 

also defines the obligations of its 194 member states, which include using the 

ICD as the framework for the reporting of health information to the WHO. 

Global reporting of health statistics based on the ICD provides a critical part of 

the basis for monitoring epidemics and other threats to public health, calculating 

the global burden of disease, identifying vulnerable and at-risk populations, and 

creating accountability for the achievement of public health objectives by member 

states. The ICD-11 replaced the 10th revision (ICD-10) as the reporting standard 

for mortality and morbidity statistics on January 1, 2022 (WHO, 2022).

For most countries, diagnostic classification based on the ICD also provides a 

large part of the framework for defining the government’s obligations to pro-

vide free or subsidized health care, social services, and disability benefits to its 

citizens (International Advisory Group for the Revision of ICD-10 Mental and 

Behavioural Disorders, 2011). Typically, a particular diagnosis determines the 

range of treatments and services an individual is eligible to receive. Imple-

mented as a part of heath care systems, the common language of the ICD facil-

itates access to appropriate health care services, provides a basis for developing 

and implementing clinical guidelines and standards of practice, and supports 

research into more effective prevention and treatment strategies.

The ICD-11 is organized into 26 chapters, often based on the affected organ 

system (e.g., diseases of the immune system; diseases of the respiratory system) 

or on classes of etiology (e.g., neoplasms; certain infectious or parasitic diseases). 

Chapter 6 covers mental, behavioral, and neurodevelopmental disorders and is 

the primary focus of this book. The WHO Department of Mental Health and Sub-

stance Use led the development of the version of Chapter 6 used for global health 

statistics, called the ICD-11 for Mortality and Morbidity Statistics (MMS; WHO, 

2023). The department also developed the ICD-11 diagnostic manual for use in 

clinical settings—the Clinical Descriptions and Diagnostic Requirements for ICD-11 

Mental, Behavioural and Neurodevelopmental Disorders (CDDR; WHO, 2024). This 

book is intended as a tool to deepen and expand the material in the CDDR and 

comprises chapters organized around the major ICD-11 diagnostic groupings, 

such as depressive disorders (Chapter 6), disorders specifically associated with 

stress (Chapter 10), and disruptive behavior and dissocial disorders (Chapter 14).

The ICD is the diagnostic system for mental disorders most widely used by 

mental health professionals around the world in their day-to-day clinical prac-

tice (Evans et al., 2013; First et al., 2018; Reed et al., 2011). From the perspective 

of the Department of Mental Health and Substance Use, the most important 

goal in producing a new version of the ICD was to provide a better tool for 

reducing the global burden of mental disorders (GBD 2019 Mental Disorders 

Collaborators, 2022; Rehm & Shield, 2019). As an extension of this goal, the 

Department adopted an explicit focus on clinical utility and global applicability 

in developing the CDDR (Reed, 2010). The idea was that a diagnostic system 
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experienced by clinicians around the world as more useful would be imple-
mented more faithfully, leading to better and earlier identification of mental 
disorders and more effective treatment (International Advisory Group for the 
Revision of ICD-10 Mental and Behavioural Disorders, 2011). A more clinically 
useful and globally applicable system would also help improve the quality and 
validity of data based on aggregated clinical encounters that are used as a basis 
for making major policy and resource decisions at the level of the health system, 
the country, and the world (Reed et al., 2013), in turn resulting in further 
improvements in a virtuous cycle.

GLOBAL PARTICIPATION IN THE DEVELOPMENT AND TESTING OF 
THE ICD-11 CDDR

The public health and clinical objectives just outlined directly informed the 
department’s commitment to a process for developing the CDDR that was 
global, multilingual, and multidisciplinary at every level. For more than a 
decade, the WHO Department of Mental Health and Substance Use coordi-
nated an intensive, systematic, international process that involved a wide 
range of key stakeholder groups including scientific and public health experts, 
clinicians, service users and those caring for them, representatives of WHO 
member states, scientific and professional societies, and other nongovern-
mental organizations. In 2007, the department appointed the International 
Advisory Group for the Revision of ICD-10 Mental and Behavioural Disorders. 
The Advisory Group’s primary responsibility was to provide scientific over-
sight for the development of the ICD-11 classification of mental disorders, 
including advising the department on guiding principles, goals, and steps 
involved in the revision; identification of other groups of relevant consultants 
and stakeholders; and facilitating the implementation of global field studies to 
assess and further improve the ICD-11 and the CDDR.

The department specified that the group must include scientific experts from 
all WHO-designated global regions: the African region, region of the Americans 
(subdivided into Latin America/Caribbean and North America), the Eastern 
Mediterranean region, the European region, the South-East Asian region, and 
the Western Pacific region (subdivided into Asia and Oceania), with substantial 
representation from low- and middle-income countries. The Advisory Group 
also included representatives of the main international professional societies for 
psychology (the International Union of Psychological Science), psychiatry, 
social work, nursing, and primary care. The Advisory Group also advised the 
department on the appointment of more than a dozen working groups respon-
sible for reviewing the relevant evidence and making proposals for changes to 
the structure and content of the ICD-10 classification of mental, behavioral, and 
neurodevelopmental disorders. The working groups also included experts from 
all WHO global regions with enhanced representation of low- and middle- 
income countries. These working groups developed the core material for both 
the MMS and the CDDR. (For a detailed description of this process, see First 
et al., 2015.) Many of the authors of the chapters of this book were members of 
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working groups or had other significant roles in the development of the ICD-11 

and the CDDR.

The draft CDDR were tested in a systematic and innovative program of field 

studies, incorporating novel study designs and psychological methodologies 

(Evans et al., 2015; Keeley, Reed, Roberts, Evans, Medina-Mora, et al., 2016; 

Reed et al., 2019). Global participation was a defining characteristic of these 

studies, which were conducted in multiple languages and engaged multidisci-

plinary clinicians working in diverse contexts across the world. Scientific over-

sight for the field studies was provided by the Field Studies Coordination Group 

(FSCG; Guler et al., 2018), made up of global leaders in clinical care, scientific 

research, and public health, with similar regional and country income level 

composition as other groups. The FSCG members lent their expertise to the 

design, analysis, and interpretation of the field studies but also were essential in 

facilitating the engagement of clinicians from across the world in the ICD-11 field 

studies. Many members directed International Field Study Centers, which tested 

the CDDR in routine clinical settings with real patients (see Reed, Sharan, Rebello, 

Keeley, Gureje, et al., 2018; Reed, Sharan, Rebello, Keeley, Medina-Mora, et al., 

2018). On the basis of the results of the field studies, the FSCG worked with 

relevant working groups to propose changes and refinements to the CDDR 

(Keeley, Reed, Roberts, Evans, Medina-Mora, et al., 2016; Keeley, Reed, Roberts, 

Evans, Robles, et al., 2016).

There were two main types of CDDR field studies: case-controlled (Internet- 

based) and ecological implementation (clinic-based) field studies. Participants in 

the case-controlled field studies were members of WHO’s Global Clinical Prac-

tice Network, which now consists of more than 18,500 mental health profes-

sionals from 163 countries (see https://gcp.network/) who joined the network 

specifically to contribute to the development of the ICD-11 (Reed et al., 2015). 

Most case-controlled studies compared the accuracy and consistency of clini-

cians’ diagnostic formulation using the proposed CDDR compared with the 

ICD-10 diagnostic guidelines for a given diagnostic area, using a scientifically 

rigorous vignette-based methodology (e.g., Claudino et al., 2019; Keeley, Reed, 

Roberts, Evans, Robles, et al., 2016; Kogan et al., 2020). All case-controlled field 

studies were conducted in at least three and up to six of the following languages: 

Chinese, English, French, Japanese, Russian, and Spanish; some additional 

studies were conducted in German. Overall, the case-controlled field studies 

found that the ICD-11 CDDR were superior to the ICD-10 diagnostic guidelines 

(WHO, 1992) in terms of diagnostic accuracy and clinical utility, depending 

on the disorder grouping. Analyses of global applicability were also conducted 

by comparing results across global region, country income level, and language, 

finding few systematic or meaningful differences.

The first ecological implementation (clinic-based) field study tested the 

proposed CDDR diagnostic material when applied by practicing clinicians to 

adult patients receiving care in the types of clinical settings in which the CDDR 

would be implemented (Reed, Sharan, Rebello, Keeley, Gureje, et al., 2018; 

Reed, Sharan, Rebello, Keeley, Medina-Mora, et al., 2018). The study was 

conducted in 14 countries—Brazil, Canada, China, Egypt, India, Italy, Japan, 

Lebanon, Mexico, Nigeria, Russia, South Africa, Spain, and Tunisia—via a 
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network of International Field Study Centers. The study assessed the reliability 

and clinical utility of the CDDR for disorders that account for the highest per-

centage of global disease burden and use of services in adult clinical mental health 

setting: schizophrenia and other psychotic disorders, mood disorders, anxiety 

and fear-related disorders, and disorders specifically associated with stress.

Participating clinicians received a similar level of training on the CDDR to 

what might be realistically expected in routine clinical settings during ICD-11 

implementation (one 4-hour session). Clinicians were given no instructions on 

how to conduct their diagnostic interviews other than to assess the areas that 

were required as part of the study protocol. The study employed a joint rater 

design using pairs of clinicians, with one randomly assigned to interview the 

patient and the other assigned to observe, with each separately recording their 

diagnostic formulation and responding to questions about clinical utility. The 

reliability of the ICD-11 CDDR was found to be superior to that previously 

reported for equivalent ICD-10 diagnostic guidelines, with intraclass kappa coef-

ficients for diagnoses weighted by site and study prevalence ranging from 0.45 

(dysthymic disorder, which was difficult for clinicians to differentiate from 

recurrent depressive disorder) to 0.88 (social anxiety disorder). Clinician ratings 

of the clinical utility of the ICD-11 CDDR were highly positive. The CDDR were 

perceived as easy to use, accurately reflecting patients’ presentations (i.e., 

goodness of fit), clear and understandable, and taking about the same amount 

or even less time than clinicians’ standard practice.

A separate study of common child and adolescent diagnoses was conducted 

in four countries—China, India, Japan, and Mexico—with children and adoles-

cents from 6 to 18 years of age (Medina-Mora et al., 2019). The study focused 

on attention deficit hyperactivity disorder, disruptive behavior and dissocial  

disorders, mood disorders, anxiety or fear-related disorders, and disorders spe-

cifically associated with stress, using a design analogous to that of the adult 

study. Kappa estimates indicated substantial agreement for most categories, with 

moderate agreement for generalized anxiety disorder and adjustment disorder. 

No differences were found between younger (6–11 years) and older (12–18 years) 

age groups or between outpatient and inpatient samples. Clinical utility ratings 

were positive and consistent across the domains assessed, although somewhat 

lower for adjustment disorder. Taken together, the results of the ecological 

implementation supported the implementation of the ICD-11 CDDR in clinical 

settings and suggested that the results of the case-controlled studies were gener-

alizable to clinical settings.

Another study conducted in Italy, India, and Sri Lanka assessed the reliability 

and clinical utility of behavioral indicators (BIs) for assessing the severity of 

impairments of intellectual and adaptive functioning among individuals with 

disorders of intellectual development (Lemay et al., 2022). The BIs are intended 

to provide a basis for making a valid diagnosis when standardized and appropri-

ately normed test of intellectual and adaptive functioning are not available, as is 

the case in many settings and parts of the world (see Chapter 3). The BIs were 

shown to have excellent interrater reliability (intraclass correlations ranging 

from 0.91 to 0.97) and good to excellent concurrent validity (intraclass 

correlations ranging from 0.66 to 0.82) across sites. The BIs were rated as quick 
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and easy to use and applicable across severities; clear and understandable; and 
useful for treatment selection, prognosis assessments, communication with 
other health care professionals, and education efforts.

A separate field studies program to test the section of the ICD-11 CDDR on 
disorders due to substance use and addictive behaviors involved field testing 
centers in 11 countries: Australia, Brazil, China, France, India, Indonesia, Iran, 
Malaysia, Mexico, Switzerland, and Thailand. The main aim of the studies was 
to explore the public health and clinical utility and feasibility of the proposed 
CDDR for disorders due to the use of psychoactive substances (Chapter 15) as 
well as the newly designated subgrouping of disorders due to addictive behav-
iors (gambling and gaming disorders; see Chapter 16). These mixed-methods 
studies involved more than 1,000 health professionals and included key infor-
mant surveys and interviews, focus groups, and consensus conferences at each 
study site. Overall, this section of the ICD-11 was judged to be a major step 
forward compared with ICD-10 in terms of utility for meeting clinical and public 
health needs and its feasibility for implementation. At the same time, a need for 
enhanced training was noted due to the increased the complexity of this part of 
the classification. The field studies also yielded specific suggestions for improving 
the material in the CDDR (e.g., better delineation of the boundaries among 
some diagnostic categories; improved descriptions of new categories).

Development of the CDDR also included the involvement of mental health 
service users through two studies in 15 countries representing diverse clinical 
contexts in multiple global regions (Askevis-Leherpeux et al., 2022; Hackmann 
et al., 2019). These studies were the first instance of a systematic research pro-
gram studying mental health service users’ perspectives during the revision of 
a major diagnostic classification system. The studies employed participatory 
research methodologies to examine service user perspectives on key CDDR diag-
noses, including schizophrenia, depressive episode, bipolar type 1 disorder, gen-
eralized anxiety disorder, and personality disorder. Findings from these studies 
provided an understanding of how mental health service users responded to the 
diagnostic content of the CDDR. They served as a basis for recommendations to 
WHO about potential enhancements of CDDR diagnostic material that could 
enhance its clinical utility (e.g., usefulness in communicating with service users) 
and mitigate potential unintended negative consequences of the diagnostic 
material, including stigmatization of diagnosed individuals. They have also pro-
vided important perspectives on how the diagnostic process in health systems 
might be reformed to improve service user experience and outcomes as a part of 
the implementation of the ICD-11.

CULTURAL FACTORS IN THE CDDR

The development and testing of the ICD-11 CDDR was the “most global, multi
lingual, multidisciplinary and participative revision process ever implemented 
for a classification of mental disorders” (Reed et al., 2019, p. 4). On the basis of 
this methodology, it is appropriate to state that a wide range of regional, 

linguistic, and cultural perspectives are intrinsic to the CDDR because they were 
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substantially represented throughout the process and as a part of the authority 

structure responsible for making decisions and recommendations. This is also 

reflected in the broadly international authorship of the chapters of this book.

As discussed, the development of the CDDR emphasized the principle of 

global applicability—the need for the diagnostic manual to function well across 

global regions, countries, and languages. The ICD-11 diagnostic requirements 

were not designed to emphasize the particularities of different cultural contexts 

but rather their commonalities, which were found to be substantial. For 

example, an early ICD-11 field study examined how clinicians in eight countries 

(Brazil, China, India, Japan, Mexico, Nigeria, Spain, and the United States) con-

ceptualized the taxonomical structure of mental disorders, with the goal of 

informing the structure of the ICD-11 mental disorders classification (Reed et al., 

2013). One study finding was that correlations among the structures of “natural 

taxonomies” of mental disorders produced by clinicians in different countries 

were extremely high (all > .90), and much higher than the correlation between 

the structures of the ICD-10 and the fourth edition of the Diagnostic and Statistical 

Manual of Mental Disorders (DSM-IV).

Although the essential purpose of an international classification system is 

conveying information across diverse boundaries, it was also important to incor-

porate locally relevant material on clinically important cultural variations in 

presentation (Gureje et al., 2019) to enhance the clinical utility and global 

applicability of the CDDR. Culture is a fundamental part of conceptualizations of 

what constitutes normality and deviation from it; it influences coping and help-

seeking, as well as the presentation and course of mental disorders (Gureje et al., 

2020). Cultural factors also influence social policies that mitigate or exacerbate 

risks for mental disorders and influence access to care and where and from 

whom people seek it. Information that makes the diagnostic system more rele-

vant and acceptable to clinicians and service users around the world can enhance 

the CDDR’s usefulness as a tool for identifying those who require care and con-

necting them to services.

The WHO Department of Mental Health and Substance Use appointed an 

ICD-11 Working Group on Cultural Considerations. This working group formu-

lated a series of questions to guide its inquiry and eventually provide a structure 

for the material on cultural considerations in the CDDR:

•	 Is there evidence that culture exerts a strong influence on the presentation 

of the disorder? For example, is there notable cross-cultural variation? Is a 

mechanism known for how culture might influence the symptoms or pre-

sentation of the disorder?

•	 Is there evidence that the prevalence of the disorder is particularly high or 

low in specific populations? What caveats should be considered in inter-

preting these data (e.g., misattribution of symptoms by clinicians unfamil-

iar with cultural expressions of distress)? Is it possible to link prevalence 

variation to information on mechanisms (e.g., available data suggesting 

that prevalence of anorexia nervosa is higher in societies where thinness 

is idealized)?
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•	 What are the cultural concepts of distress (idioms, syndromes, explanations/ 

causes) identified in various cultural groups that are related to the disorder? 

(Gureje et al., 2019, p. 357)

To address these questions, the working group systematically reviewed the 

literature on cultural influences on diagnosis and psychopathology for each 

diagnostic category, as well as relevant material on culture from ICD-10 and the 

fifth edition of the DSM. It also conducted extensive consultations with experts 

from around the world. On this basis, the working group developed a section 

titled “Culture-Related Features” for all diagnostic categories in the CDDR for 

which sufficient evidence was available. The working group’s focus was to pro-

vide pragmatic and actionable material to assist clinicians in using the CDDR to 

evaluate patients in a culturally informed manner and reduce bias in clinical 

decision-making. The guidance on culture-related features was intended to be 

of practical use in engagement, diagnosis, evaluation, and treatment selection. 

It supports more informed decisions likely to foster more contextually appli-

cable patient-centered care that is sensitive to the cultural and social context of 

the clinical encounter (Gureje et al., 2019, 2020). The authors of the chapters 

of this book were asked not to replicate information from the CDDR, but many 

chapters provide substantial additional information about cultural factors in 

presentation, assessment, and diagnosis.

THE CDDR AND GLOBAL MENTAL HEALTH

Global mental health “aims to alleviate mental suffering through the preven-

tion, care and treatment of mental and substance use disorders, and to promote 

and sustain the mental health of individuals and communities around the 

world” (Collins, 2020, p. 265). As a field, global mental health prioritizes equity, 

and is particularly focused on “disparities in provision of care and respect for 

human rights of people living with mental disorders between rich and poor 

countries” (Patel & Prince, 2010, p. 1976). Global mental health is an interdisci-

plinary field, and particularly encompasses the work of many psychologists in 

prevention, treatment, research, and policy. Advocacy is a central element of 

global mental health, particularly in terms of translating evidence to actionable 

and scalable policies and plans for communities, health systems, and policy-

makers (Collins, 2020).

This way of thinking about global mental health is completely aligned with 

the WHO’s public mental health strategy, of which the ICD-11 and CDDR are 

important parts. The CDDR facilitate early and accurate diagnosis of mental 

disorders, helping to reduce the still enormous gap between the number of 

people who need treatment and the number who receive it (Alonso et  al., 

2018; Degenhardt et al., 2017; Kohn et al., 2004; Thornicroft et al., 2017). In 

describing the conceptual foundations for developing the ICD-11 classification 

of mental, behavioral, and neurodevelopmental disorders, the International 

Advisory Group (2011) stated, “People are only likely to have access to the 
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most appropriate mental health services when the conditions that define eligi-

bility and treatment selection are supported by a precise, valid, and clinically 

useful classification system” (p. 89).

The WHO’s (2021) Comprehensive Mental Health Action Plan, recently updated 

and extended to 2030, identifies mental health services as an essential com-

ponent of health care and universal health coverage. The action plan specifi-

cally refers to mental disorders as they are defined and described in the CDDR 

as the focus of the services that must be covered, along with evidence-based 

interventions to prevent or mitigate the progression of incipient disorders 

(e.g., for dementia, disorders due to substance use, and suicide). These areas 

are consistent with the work of most mental health professionals. Moreover, 

the action plan addresses mental health, “conceptualized as a state of well-

being in which the individual realizes his or her own abilities, can cope with 

the normal stresses of life, can work productively and fruitfully, and is able to 

make a contribution to his or her community” (p. 1). Finally, the action plan 

specifically mentions “social, cultural, economic, political and environmental 

factors such as national policies, social protection, living standards, working 

conditions, and community social supports” (p. 1) as determinants of mental 

health, drawing particular attention to exposure to adversity at a young age 

as an established preventable risk factor. Strategies for enhancing mental 

health and addressing structural inequities that contribute to mental health 

outcomes are generally not the focus of interventions by mental health pro-

fessionals, although many are involved in education and advocacy to advance 

these causes. The action plan has four objectives, all of which are aligned with 

the CDDR: strengthening leadership and governance; providing integrated 

community-based mental health and social care; implementing strategies for 

promotion and prevention; and strengthening information systems, evidence, 

and research. The scope of the action plan makes clear that although the 

CDDR do not address the entire range of population mental health needs, they 

are extremely important as a framework for those who need treatment for 

mental disorders.

The action plan also identifies six cross-cutting principles and approaches 

that are intrinsic to the plan. Each of these can be linked to the innovations 

and improvements in the CDDR (Reed et al., 2019):

1.	 The ICD-11 CDDR support universal health coverage by defining and describing 

in objective and replicable terms the conditions that define eligibility and 

treatment selection for mental disorders.

2.	The ICD-11 CDDR support human rights through the adoption of new 

approaches. For example, in the ICD-11, remaining ICD-10 disorder cate-

gories related to sexual orientation have been eliminated (Cochran et al., 

2014), and transgender identity is no longer defined as a mental disorder 

(Reed et al., 2016). Diagnostic specifiers for schizophrenia and other pri-

mary psychotic disorders place emphasis on current status and needs for 

treatment in ways that are more consistent with recovery-based approaches 

(Gaebel, 2012).

Co
py

rig
ht

 A
m

er
ic

an
 P

sy
ch

ol
og

ic
al

 A
ss

oc
ia

tio
n.

 N
ot

 fo
r 

fu
rt

he
r 

di
st

rib
ut

io
n.



32  Geoffrey M. Reed

3.	 The ICD-11 CDDR incorporate substantial advances in evidence-based practice 

based on extensive reviews by the working groups, as described earlier in 

this chapter, and taking cultural considerations into account (Gureje et al., 

2019, 2020).

4.	 The ICD-11 CDDR take a life-course approach to the diagnosis of mental dis-

orders. The material provided for each disorder category—to the extent 

possible based on available evidence—describes its manifestations in early 

and middle childhood, adolescence, and older adulthood. Information 

about adult presentations of categories previously characterized as child-

hood disorders (e.g., attention deficit hyperactivity disorder; separation 

anxiety disorder) is also provided.

5.	 The WHO Department of Mental Health and Substance Use adopted a multi

sectoral approach to the development of the ICD-11 CDDR, as described earlier 

in this chapter.

6.	The ICD-11 CDDR support empowerment of persons with mental disorders and 

psychosocial disabilities by systematically incorporating, for the first time, 

service user perspectives in the development of a major classification of 

mental disorders (Askevis-Leherpeux et al., 2022; Hackmann et al., 2019).

THE IMPORTANCE OF A GLOBAL APPROACH TO PSYCHOLOGICAL 
PRACTICE

Psychology is central to the global mental health movement. According to 

WHO’s (2016) Global Mental Health Gap Action Programme Guidelines, psycho

logical treatments are recommended as the first-line treatments for the majority 

of mental and substance use disorders and for many are the only recommended 

treatment. In summarizing the evidence for these psychological treatments, 

Vikram Patel (2019) wrote that there is

impressive evidence of (their) acceptability and effectiveness for a range of 
mental health problems across the life course and in diverse contexts and for a 
range of goals from promotion and prevention, to the treatment of acute phases 
of illness, to rehabilitation and recovery. The effect sizes from a range of meta- 
analyses for these interventions often range from moderate to large, and the occur-
rence of side effects is rare. (p. xv)

In most countries, however, access to these treatments is limited, covering 

less than 10% of the population. It is critical for psychologists to know these 

treatments, not only to deliver them personally where this is possible but  

also to be able to train and supervise less specialized providers to implement 

them through task-sharing arrangements. A description of psychotherapy 

approaches is beyond the scope of this book; however, their sophisticated 

application depends in part on an understanding of the diagnostic framework, 

including the psychological characteristics and mechanisms of specific dis

orders and disorder groupings described in subsequent chapters of this book, 
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as well as an understanding of the common factors in their effective treatment 

(Wampold, 2015).

Another reason that a global approach is essential relates to steady increases 

in global international migration over the past two decades (United Nations, 

2021). Forced displacement across international borders of people fleeing con-

flict, persecution, violence, or human rights violations has also continued to rise. 

Whereas most refugees are hosted in low- and middle-income countries, inter-

national migrants made up 15% of the population of high-income countries in 

2020. Although the pattern of migration varies substantially by region and 

country income level, mental health professionals must have the skills to eval-

uate, diagnose, and treat individuals with national, ethnic, and linguistic back-

grounds different from their own.

In this context, a global approach, combined with cultural humility, is essen-

tial for assessment, diagnosis, case conceptualization, and treatment. Although 

this has long been apparent to people in many regions of the world, the 

American Psychological Association (APA) has also affirmed an international 

perspective as a basic requirement for competent psychological practice. One 

of the core guidelines of APA’s (2017) multicultural guidelines states: “Psy-

chologists endeavor to examine the profession’s assumptions and practices 

within an international context, whether domestically or internationally 

based, and consider how this globalization has an impact on the psychologist’s 

self-definition, purpose, role, and function” (p. 5). A global approach has also 

been increasingly discussed, if not yet fully implemented, in psychology educa-

tion and training (Khoury & De Castro Pecanha, 2023; Silbereisen et al., 2014).

CONCLUSIONS

The chapters of this book lay out how the ICD-11 classification of mental, 

behavioral, and neurodevelopmental disorders and its accompanying manual 

for implementation by mental health professionals in clinical settings—the 

CDDR—meet the moment as a global classification system that is consistent 

with a psychological approach. It was developed by the world’s foremost 

public health agency as a global public good through a multidisciplinary and 

multilingual process that involved hundreds of experts and thousands of cli-

nicians from around the world. It was approved by a governing body com-

prising the ministers/secretaries of health from 194 WHO member countries.

The CDDR were developed and field tested based on the goal of providing 

mental health professionals with a comprehensive, clinically useful guide to 

implementation of the ICD-11 classification of mental, behavioral, and neuro-

developmental disorders that is more clinician-friendly, less concretely algo-

rithmic, and less pseudo-precise in its operationalizations with the explicit 

goal of leaving room for cultural variation and clinical judgment in the con-

text of individual needs and local circumstances. Some authors have expressed 

concern that due to this approach the CDDR are inherently less reliable (see 

Stein et al., 2020), but the reliability results from our clinic-based field studies 
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challenge this assertion (Reed, Sharan, Rebello, Keeley, Medina-Mora, et al., 

2018). Rather than continuing to devote attention and resources to introducing 

greater precision in operationalization as a part of successive refinements in 

diagnostic criteria, we suggest that further gains in reliability among clinicians 

could best be obtained by focusing greater attention on appropriate training in 

diagnostic concepts, skills, and interviewing techniques. We believe that this 

volume will help to advance the field toward that goal.
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OVERARCHING LOGIC

The 11th revision of the International Classification of Diseases (ICD-11; World 

Health Organization [WHO], 2023) neurodevelopmental disorders grouping 

encompasses behavioral and cognitive disorders that have their onset during 

the developmental period and involve significant difficulties in the acquisition 

and execution of specific intellectual, motor, language, or social abilities. In the  

10th revision of the ICD (ICD-10; WHO, 1992), these disorders were classified  

in a variety of groupings. This chapter focuses on two commonly diagnosed 

disorder categories included in the ICD-11 grouping of neurodevelopmental 

disorders: disorders of intellectual development and developmental learning dis-

order. These disorders are treated together in a single chapter of this book 

because both rely on the analysis and synthesis of findings from standardized 

measures such as intelligence tests for their diagnosis. This is an important aspect 

of the practice of psychology.

Disorders of intellectual development in the ICD-11 replace mental retarda-

tion in ICD-10. The change in terminology reflects the view that mental retar-

dation is an unacceptably stigmatizing term (Salvador-Carulla et al., 2011). In 

contrast to the ICD-10, in which mental retardation was defined based on intel-

lectual functioning and primarily assessed through the use of standardized 

intelligence tests (IQ), in ICD-11 disorders of intellectual development are char-

acterized by significant impairments in both intellectual and adaptive behavior 

https://doi.org/10.1037/0000392-003
A Psychological Approach to Diagnosis: Using the ICD-11 as a Framework, G. M. Reed,  
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functioning. That is, they are defined not only by significant limitations in intel-

lectual functioning across various domains (e.g., perceptual reasoning, working 

memory, processing speed, and verbal comprehension) but also require that 

equal weight be given to adaptive behavior, which refers to the set of conceptual, 

social, and practical skills that are performed by people in their everyday lives.

Developmental learning disorder is characterized by limitations in acquiring 

academic skills—typically of reading, writing, or arithmetic—that result in a skill 

level markedly below what would be expected given the person’s age, despite 

opportunities for appropriate academic instruction. These learning difficulties 

are not explained by a disorder of intellectual development, another neuro-

developmental disorder, or another condition such as a motor disorder or a sen-

sory disorder of vision or hearing. They may affect academic skills narrowly 

(e.g., inability to master basic numeracy or to decode single words accurately 

and fluently) or may affect all of reading, writing, and arithmetic. In the ICD-10, 

these disorders were called specific developmental disorders of scholastic skills. 

The most important shift in conceptualization from the ICD-10 to the ICD-11 

is that rather than describing each type of learning difficulty as a distinct disorder, 

the ICD-11 recognizes that impairments in various underlying psychological pro-

cesses are presumed to underlie a child’s difficulty in learning academic skills. 

However, the precise relationship between these psychological processes and 

outcomes related to learning capacity is not yet sufficiently understood to form 

the basis for a clinically useful classification. Specific areas of academic difficulty 

(e.g., reading, mathematics, written expression) represent manifestations of the 

underlying psychological processes rather than discrete disorders. These specific 

areas are therefore treated as specifiers in the ICD-11 and as many may be 

included as necessary to characterize the individual’s presentation.

The presumptive etiologies for both disorders of intellectual development 

and developmental learning disorder are complex and varied. Both conditions 

are presumed to be primarily due to genetic or other factors that are present 

from birth. Disorders of intellectual development may also arise from injury, 

disease, or other insult to the central nervous system when this occurs during 

the developmental period. However, in many individual cases, the etiology is 

unknown; the ICD-11 disorders of intellectual development and developmental 

learning disorder are still diagnosed in such cases. Indeed, these diagnoses are 

often needed for eligibility for numerous educational, social, and health ser-

vices. If it is known, the presumptive causing condition should also be diag-

nosed (e.g., fragile X syndrome). The following sections address disorders of 

intellectual development first, followed by developmental learning disorder.

A PSYCHOLOGICAL APPROACH TO DISORDERS OF INTELLECTUAL 
DEVELOPMENT

As noted, the diagnosis of disorders of intellectual development is based on 

equal consideration of intellectual and adaptive functioning. Adaptive func-

tioning refers to the set of skills that an individual acquires to negotiate their 
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environment successfully, including their relationships. Adaptive functioning 

is operationalized as falling into three broad categories: conceptual skills, 

social skills, and practical skills. This model offers a more individualized and 

psychological approach to a relatively heterogeneous group of people with 

varied needs by prompting clinicians to consider strengths and weaknesses in 

the context of the individual’s environment as a basis for determining needed 

supports and appropriate interventions (Salvador-Carulla et al., 2011; WHO, 

2024). The consideration of contextual factors that may facilitate or impede an 

individual’s functioning emphasizes inclusiveness and participation in society 

for affected individuals. It is also consistent with the United Nations Conven-

tion on the Rights of Persons with Disabilities that recognizes “the equal right 

of all persons with disabilities to live in the community, with choices equal to 

others, and shall take effective and appropriate measures to facilitate full enjoy-

ment by persons with disabilities of this right and their full inclusion and partic-

ipation in the community” (UN General Assembly, 2007).

The ICD-11 also includes consideration of the implications of a diagnosis with 

respect to eligibility for services based on the individualized approach articulated 

earlier. Disorders of intellectual development are classified according to their 

severity (mild, moderate, severe, profound). In assigning a severity level, the cli-

nician balances the consideration of both intellectual and adaptive functioning 

according to the nature and purpose of the assessment as well as the importance 

of the specific areas of assessment in relation to the individual’s overall func-

tioning (WHO, 2024). Consistent with the ICD-11 approach, the American Asso-

ciation on Intellectual and Developmental Disabilities (AAIDD) has developed a 

multidimensional theoretical model in which disorders of intellectual develop-

ment are placed on a continuum within the full spectrum human functioning 

(Luckasson & Schalock, 2013). The model includes health, participation, and 

context in relation to intellectual and adaptive behavior functioning in an effort 

to improve ideographic characterization of individual needs and the provision of 

appropriate supports to maximize inclusion and participation. The ICD-11 Clinical 

Descriptions and Diagnostic Requirements for ICD-11 Mental, Behavioural and Neuro

developmental Disorders (CDDR; WHO, 2024) incorporate principles from the 

AAIDD model to improve matching needs with resources for affected individuals.

In the ICD-10, the severity of mental retardation was defined based solely 

on intellectual functioning, primarily assessed by using standardized intelli-

gence tests. When the sole focus of the diagnosis is intellectual functioning, 

some individuals with greater deficits in adaptive functioning are likely to be 

denied access to mainstream and specialized services including educational, 

employment, and financial benefits. Moreover, specific types of behavior 

problems (e.g., aggression, self-injurious behavior, sexually inappropriate 

behavior) are the most common reason for referral to health care services for 

people with disorders of intellectual development, and many are prescribed 

psychoactive medications to control them (Cooray et al., 2015). A consider-

ation of adaptive behavior skills and limitations can help identify contextual 

factors in behavior problems and develop tailored psychosocial interventions 
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that may reduce the reliance on pharmacotherapy and their potential for 

adverse effects (Alexander et al., 2016; Tyrer et al., 2014).

The ICD-11 emphasizes the importance of using standardized and appropri-

ately normed tests to assess both intellectual and adaptive behavior functioning. 

However, in some settings, such measures are not available—for example, due 

to lack of resources or appropriately trained personnel to administer them or 

linguistic issues. In these circumstances, clinicians can use a set of behavioural 

indicators included in the ICD-11 to assess the severity of intellectual and adap-

tive behavior functioning (Lemay et al., 2022; Tassé et al., 2019; WHO, 2024). 

The behavioural indicators tables are organized by developmental stage 

(i.e., early childhood, childhood/adolescence, and adulthood) and describe 

the behavioral manifestations of different levels of intellectual functioning 

as well as conceptual, social, and practical skills that are most commonly 

observed across cultures. Psychologists have particular training and expertise 

in psychological assessment, behavioral observation, and in understanding 

the relationship between environmental factors and behavior that can pro-

vide the basis for making major contributions to the health and well-being of 

people with disorders of intellectual development.

SEVERITY SPECIFIERS IN DISORDERS OF INTELLECTUAL 
DEVELOPMENT

Clinicians should assign the level of severity of a disorder of intellectual develop-

ment (i.e., mild, moderate, severe, profound) according to the level at which the 

majority of the domains of the individual’s intellectual ability and adaptive 

behavior skills fall. ICD-11 defines a mild disorder of intellectual development as 

one in which the preponderance of intellectual and adaptive behavior func-

tioning fall within 2 to 3 standard deviations of the mean, moderate as within  

3 to 4 standard deviations of the mean, and severe and profound as 4 or more 

standard deviations below the mean. The differentiation between severe and 

profound disorders of intellectual development is based solely on adaptive 

behavior functioning because tests of intellectual functioning are not sufficiently 

sensitive at the lower end of the distribution to make this distinction. A pro

visional category is also available when reliable assessment of severity is not 

possible due to age (i.e., younger than 4 years old) or for other reasons (e.g., 

sensory/motor impairments).

In addition to test scores, the clinician should consider the nature and pur-

pose of the assessment as well as the importance of specific areas of assessment 

in relation to the individual’s overall functioning in assigning severity. For 

example, it may be appropriate to place greater emphasis on one domain of 

adaptive behavior skills if that skill is critical to determining eligibility of services 

for improving occupational functioning. This may occur in an individual with a 

history of a disorder of intellectual development who, with supports, has devel-

oped practical and conceptual skills in the average range but continues to have 

significant impairments in social functioning.
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ASSESSMENT OF DISORDERS OF INTELLECTUAL DEVELOPMENT

Comprehensive assessment includes considering information from genetic 
testing if available; physical examination; and interviews of the patient, along 
with family and other caretakers, as well as professionals involved in providing 
care and treatment. Any problem behaviors that may be present can have a 
variety of functions such as gaining attention or avoiding a task, or may be a 
response to a noisy environment, pain, or low mood. A functional behavioral 
assessment that examines the relationship between antecedent factors, chal-
lenging behaviors, and consequences can help in formulating effective man-
agement strategies and provides a rational basis for treatment planning. 
Formulation and implementation of a treatment plan, even one aimed at 
reducing or eliminating disruptive behaviors, should be undertaken with the 
goal of improving affected individuals’ quality of life. Ideally, intellectual func-
tioning should be assessed using appropriately normed and standardized tests 
administered in an environment that ensures an accurate reflection of true 
abilities. Assessment of adaptive behavior functioning should also be assessed 
with standardized normed instruments and complemented with reports from 
caregivers and clinical observation.

Where appropriately normed and standardized tests are not available, diag-

nosis of disorders of intellectual development require greater reliance on clinical 

judgment based on appropriate evidence and assessment of behavioural indi-

cators. The behavioural indicators tables were developed primarily to assist 

nonspecialists to determine the level of severity of a disorder of intellectual 

development as well as to help differentiate severe and profound levels of 

severity (Lemay et al., 2022; Tassé et al., 2019). In practice, the behavioural 

indicators tables can guide the clinical interview with a reliable informant 

(parent, caregiver, or teacher) in determining which level of functioning best fits 

the profile of the individual. This allows for a balanced and individualized assess-

ment and judgment that can be reviewed longitudinally and with subsequent 

development of new skills and response to intervention.

The clinical assessment should also include determining whether any 

co-occurring mental and comorbid medical conditions are present, as well as 

information about current psychosocial stressors and behavior problems. Along 

with severity and etiology (if known), this additional information is important 

as a basis for the treatment and management plan. Behavior problems that may 

be relevant to a mental health evaluation include aggression toward others, 

self-injurious behavior, property destruction, and stereotyped behavior. These 

problems may be of sufficient intensity and severity to have a negative impact 

on social and academic performance as well as employment.

Depending on the setting, assessment may involve coordination of services 

across multiple disciplines including psychology, psychiatry, occupational 

therapy, speech and language therapy, and nursing. This approach is enhanced 

by working in partnership with parents, teachers, supervisors, and other care-

givers to gain an understanding of the individual’s functioning in a wide range 

of settings and the impact of interventions. Modification of the individual’s 
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environment should be considered and may have a major positive impact on 

problem behavior.

SCREENING FOR DISORDERS OF INTELLECTUAL DEVELOPMENT

Identifying people with disorders of intellectual development using population- 

based screening tools can be expensive and time-consuming. Lakhan and 

Mawson (2016) showed a high correlation between cases identified through 

focus group interviews in the communities where the young people lived and 

cases detected by using a standardized survey. They suggest that early engage-

ment of communities tends to accelerate acceptance of subsequent support. In a 

systematic review, Fischer et al. (2014) found locally developed screening tools 

were feasible in early identification of developmental disabilities in low- and 

middle-income countries. These tools had acceptable sensitivity and specificity 

and were also feasible in terms of cost, access, and necessary training time and 

health worker time in daily use. The focus that ICD-11 provides on both intellec-

tual and adaptive behavior functioning with supporting behavioural indicators 

tables is anticipated to improve identification and appropriate severity rating.

DIFFERENTIAL DIAGNOSIS IN DISORDERS OF INTELLECTUAL 
DEVELOPMENT

Special care should be taken in differentiating disorders of intellectual develop-

ment from normality when evaluating persons with communication, sensory, 

or motor impairments as well as those exhibiting behavioral disturbances; immi-

grants who may not yet have mastered the local language; persons with low 

literacy levels; persons with other mental disorders; persons undergoing health 

treatments (e.g., chemotherapeutic drugs); and persons who have experienced 

severe social or sensory deprivation. If not adequately addressed during the 

evaluation, these factors may reduce the validity of scores obtained on standard-

ized or behavioral measures of intellectual and adaptive functioning. Sensory 

functioning should be assessed by a qualified practitioner to ensure that a deficit 

in acquisition of skills is not because of any sensory limitation (e.g., impaired 

visual or auditory acuity).

Another important differential diagnosis is with developmental learning 

disorder, which is distinguished from disorders of intellectual development 

by the presence of normal or near normal intellectual functioning alongside 

selective and specific areas of low academic achievement (see subsequent 

section on developmental learning disorder). Unlike disorders of intellec-

tual development, the impairments observed in developmental learning  

disorder are not generalized across all areas of achievement. People with 

autism spectrum disorder are also sometimes misidentified as having a dis-

order of intellectual development based on significant impairments in social 
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functioning including pragmatic language. Pragmatic language refers to the 

understanding and use of language in social contexts—for example, making 

inferences, understanding verbal humor, and resolving ambiguous meaning. 

The differentiation between these two disorders can be aided by using tests 

of intellectual functioning that do not rely on skills directly affected by autism 

spectrum disorder (e.g., nonverbal compared with verbal tests). Considering 

whether the core features of autism spectrum disorder (persistent deficits in 

social communication and social interaction; and repetitive stereotyped pat-

terns of behaviors and interests) are present across multiple contexts is also 

important in making this distinction. Developmental speech and language 

disorders may co-occur with disorders of intellectual development but should 

only be diagnosed if speech and language abilities are significantly below what 

would be expected based on the individual’s level of intellectual and adap-

tive behavior functioning.

CO-OCCURRING DISORDERS IN DISORDERS OF INTELLECTUAL 
DEVELOPMENT

Co-occurrence of other mental disorders is often underdetected in individuals 

with disorders of intellectual development. When mental disorders are sus-

pected in this population, it is typically because the individual is exhibiting 

changes in behavior, particularly disruptive behavior. However, in many 

cases, changes in behavior may be due to physical illness, difficulties in commu-

nication, environmental changes, or can be a reaction to stressful circumstances 

or frustration rather than a co-occurring mental disorder.

Individuals with autism spectrum disorder frequently present with limita-

tions in intellectual and adaptive behavior functioning, and when the diag-

nostic requirements are met, a diagnosis of a disorder of intellectual development 

at the corresponding level of severity along with a diagnosis of autism spectrum 

disorder is assigned. In these circumstances, the ICD-11 CDDR indicate that 

determination of the level of severity of the disorder of intellectual develop-

ment should be more reliant on the conceptual and practical domains of adap-

tive behavior functioning, giving less weight to social skill abilities, because 

social communication deficits are a characteristic feature of autism spectrum 

disorder (WHO, 2024). Rates of co-occurring attention deficit hyperactivity dis-

order (ADHD) in individuals with a disorder of intellectual development diag-

nosis are significantly higher than in the general population. When inattention 

and/or hyperactivity–impulsivity are significantly beyond what would be 

expected based on age and the level of intellectual functioning in an individual 

with a disorder of intellectual development, a co-occurring diagnosis of ADHD 

may be considered.

A variety of other mental disorders are known to occur at higher rates 

among individuals affected by disorders of intellectual development com-

pared with the general population (e.g., anxiety or fear-related disorders, 
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depressive disorders, schizophrenia and other primary psychotic disorders, 

impulse control disorders, dementia). Schizophrenia, for example, is 3 times 

more common among people with a disorder of intellectual development 

compared with the general population (Morgan et  al., 2008). The ICD-11 

CDDR emphasize that assessments should be conducted with methods that 

are appropriate to the individual’s level of intellectual functioning. Self-report 

may be less reliable among affected individuals because it can lead to under-

reporting of symptoms of other mental disorders. Therefore, observable signs 

or reports by caregivers or individuals close to the person being assessed may 

provide a more accurate understanding.

Medical conditions that occur more frequently in people with a disorder of 

intellectual development than in the general population include problems 

related to poor dental and oral hygiene, epilepsy, gastrointestinal problems, 

respiratory disease, sensory and motor impairments, and feeding and eating 

problems. Clinicians assessing and managing mental disorders in people with 

disorders of intellectual development should guard against diagnostic over-

shadowing where symptoms and signs of other mental disorders or medical 

conditions are wrongly attributed to the disorder of intellectual development 

rather than a separate condition. This can deprive the affected individual of 

effective and sometimes lifesaving treatment.

PREVALENCE OF DISORDERS OF INTELLECTUAL DEVELOPMENT

Maulik et al. (2011) estimated the global prevalence of disorders of intellectual 

development to fall between 0.9% to 1%. The prevalence in low- and middle- 

income countries is almost double that of high-income countries, though 

some prevalence figures may not be reliable. Higher prevalence in low- and 

middle-income countries is likely due to exposure to greater adversity and 

fewer resources to prevent or treat perinatal health conditions that may be 

associated with disorders of intellectual development.

CULTURAL AND OTHER CONTEXTUAL ISSUES IN DISORDERS OF 
INTELLECTUAL DEVELOPMENT

Changing terminology used to describe disorders of intellectual development 

over time has resulted in inconsistent identification of those meeting diag-

nostic requirements across settings and countries (Maulik et al., 2011). Diag-

nosis of disorders of intellectual development in low-resource settings is 

influenced by characteristics including accessibility to educational opportuni-

ties and cultural differences that influence measurement of intellectual and 

adaptive behavior functioning. Socioenvironmental factors influence peoples’ 

adaptive capacity, making the assessment of people with mild and moderate 
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disorder of intellectual development particularly challenging (Odiyoor & 

Jaydeokar, 2019). This is because access to fewer resources in the form of 

educational, psychological, and medical supports contributes to greater 

severity of the disorder. In evaluating adaptive functioning—that is, the indi-

vidual’s conceptual, social, and practical skills—the expectations of the indi-

vidual’s culture and social environment should be taken to account.

The cultural appropriateness of tests and norms used to assess these key 

diagnostic elements should be considered for each person being assessed. 

Cultural biases in test-item construction have been shown to affect perfor-

mance on tests of intelligence and adaptive behavior functioning (e.g., ref-

erence in test items to terminology or objects not common to a culture or 

minority group within the population). Moreover, translation of standard-

ized measures without appropriate norms limits the validity of test results. 

Finally, an individual’s proficiency in the language of the test must be considered 

when interpreting test results, in terms of both whether the individual under-

stood the instructions as well as its impact on verbal performance. The 

behavioural indicators tables included in the ICD-11 were developed with 

these limitations in mind and aim to reduce cultural loading of items for 

universal applicability in cases where standardized, normed tests are not 

available.

DIFFERENCES BETWEEN ICD-11 DISORDER OF INTELLECTUAL 
DEVELOPMENT AND DSM-5 INTELLECTUAL DISABILITY

Kishore et al. (2019) produced clinical practice guidelines that describe the 

key differences between the main diagnostic systems, including the fifth edi-

tion of the Diagnostic and Statistical Manual of Mental Disorders (DSM-5) and ICD-11. 

The DSM-5 category intellectual disability is equivalent to disorders of intel-

lectual development in the ICD-11. A critically important difference between 

the ICD-11 and the DSM-5 relates to how the level of severity is determined. 

Specifically, whereas ICD-11 incorporates information about both intellec-

tual functioning and adaptive behavior, DSM-5 relies solely on adaptive 

behavior functioning. This may result in certain individuals with average 

intellectual functioning inappropriately receiving a diagnosis of intellectual 

disability under DSM-5. Furthermore, the ICD-11 provides separate behavioural 

indicators tables according to the age of the individual. These tables also 

offer much more detail than the table included in DSM-5 for determining 

severity. The ICD-11 tables provide consistent information about the behaviors 

expected to be observed at different stages of development for each of the 

four severity levels, whereas the DSM-5 table provides only general guidance 

for some levels of severity. The ICD-11 behavioural indicators tables have been 

shown to have a high level of clinical utility as well as excellent psychometric 

properties (Lemay et al., 2022).
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A PSYCHOLOGICAL APPROACH TO DEVELOPMENTAL LEARNING 
DISORDER

As mentioned in the chapter overview, developmental learning disorder is 

defined by significant and persistent limitations in learning academic skills 

that arise during the developmental period despite adequate opportunities to 

acquire these skills. Early identification of developmental learning disorder is 

essential for providing appropriate supports to children and their families to 

improve learning trajectories and socioemotional well-being. However, some 

individuals with developmental learning disorder are able to overcome these lim-

itations through significant additional effort and, as a result, may only be identi-

fied later in life when demands exceed their capacity to compensate.

In ICD-11, developmental learning disorder is conceptualized as a single 

disorder in which the affected specific areas of academic skill(s) are described 

using one or more of several possible specifiers (i.e., reading, mathematics, 

written expression, other specified; see the subsequent specifiers section). In 

the ICD-10, separate disorder categories were available for each affected aca-

demic skill, which suggested distinct underlying pathologies. The rationale for 

consolidating multiple ICD-10 disorders under a single overarching disorder 

construct is based on evidence for high rates of co-occurrence of affected skill 

areas, especially when tracked across development (Tannock, 2013) as well as 

genetic studies demonstrating shared variance of skill-based subtypes (e.g., 

Willcutt et al., 2010). The conceptualization of developmental learning dis-

order as a single disorder with overlapping manifestations influenced by an 

underlying shared set of psychological processes is more consistent with the 

available evidence. Moreover, emphasizing the current manifestation of the 

disorder at the time of assessment using specifiers imparts greater clinical 

utility for planning immediate interventions because targeted interventions 

for specific academic skills appear to produce better outcomes than general 

approaches (see Tannock, 2013).

Historically, learning disorders have been diagnosed based of the presence 

of a discrepancy between ability on the one hand, as measured by tests of 

intelligence, and achievement on the other, based on tests of scholastic skills 

or academic achievement. However, this approach has been demonstrated to 

have poor diagnostic validity (Stanovich, 2005). Ability–achievement dis-

crepancies are poor predictors of impairment (e.g., Lovett et al., 2009) and of 

learning outcomes (e.g., Flowers et al., 2001). There are also practical, statis-

tical, and psychometric limits to measuring the ability–achievement gap that 

results in high levels of both false positives and false negatives (e.g., Cotton 

et al., 2005; Francis et al., 2005). Discrepancies in ability–achievement are 

subject to normal variability in test scores, regression to the mean, and mea-

surement error across development, leading to poor differentiation between 

typically developing individuals and those with a developmental learning dis-

order (e.g., Brooks, 2011). Finally, there is no established empirical basis for 

setting a specific threshold for the magnitude of the discrepancy.
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Another feature that had previously been considered important in diag-

nosis was whether a child had failed to respond to educational interventions 

targeting gaps in achievement. The rationale was that children who improve 

with intervention were considered to have likely not been receiving appro-

priate educational instruction rather than being affected by a developmental 

learning disorder, whereas those who did not respond were the true cases. 

However, there is no consensus on the specific content of evidence-based 

instructional programs for developmental learning disorder that would con-

stitute an adequate intervention trial, and such programs are not universally 

available. In addition, failure to respond to intervention results in unaccept-

ably high false-positive rates because factors other than a developmental 

learning disorder potentially explain continuing difficulties in acquiring aca-

demic skills (e.g., attentional problems, inadequate intervention; Fuchs & 

Vaughn, 2012). Finally, there is a lack of evidence for what constitutes a suf-

ficient response to instructional intervention that would allow one to pre-

clude a developmental learning disorder diagnosis.

Therefore, although the ICD-11 CDDR indicate that developmental learning 

disorder should only be diagnosed if adequate opportunities to acquire aca-

demic skills have been provided, the diagnostic requirements focus on signif-

icant and persistent limitations in skill acquisition, resulting in a skill level 

that is markedly below what would be expected for age. This provides a clin-

ically useful starting point for developing a comprehensive individualized psy-

chological case formulation. Typically, an individual comes to clinical attention 

because of repeated underperformance in a particular subject at school (e.g., 

failing grades in mathematics), with average performance in other subjects. 

The ICD-11 requirements are intended to ensure that underperformance is 

not limited to a particular context (e.g., a given teacher). Examination of 

school records can assist in determining persistence of difficulties with skill 

acquisition.

Whether significant limitations in academic skills exist is determined using 

normed, standardized measures of academic achievement (e.g., the Wechsler 

Individual Achievement Test). The Additional Clinical Features section of  

the ICD-11 CDDR acknowledge that psychological processes (e.g., phono-

logical awareness, executive functions, perceptual motor integration) likely 

underlie observed academic skill deficits. However, current evidence does not 

yet allow for an accurate and clinically useful classification of developmental 

learning disorder based on these processes (Tannock, 2013). Therefore, cau-

tion is advised not to assume a one-to-one correspondence between psycho-

logical processes and any given deficit in learning. For example, in individuals 

with reading difficulties, the presence or absence of cognitive processing defi-

cits (i.e., phonological awareness, language skill, and processing or naming 

speed) may not be predictive of reading deficits (Pennington et al., 2012). 

Furthermore, impairments in psychological (e.g., cognitive) processes are 

often found to be shared with other neurodevelopmental disorders (e.g., pro-

cessing speed deficits are also observed in ADHD; Willcutt et al., 2005). Valid 
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measures intended to assess a particular cognitive ability often rely on intact 

functioning in other psychological processes, making it difficult to infer the 

exact nature of the deficit based on test scores.

Even though the precise mechanisms through which underlying psycholog-

ical processes are linked to learning difficulties are not fully understood, in 

many settings assessment of psychological processes is important for devel-

oping individualized case formulations for those diagnosed with developmental 

learning disorder (see Hale et al., 2010). Understanding which psychological 

processes are affected can assist in selecting effective interventions, learning 

strategies, and accommodations. Examples of psychological processes that may 

underlie different subtypes of developmental learning disorder are provided in 

Table 3.1.

TABLE 3.1.  Psychological Mechanisms and Academic Impairment Associated 
With the Three Specifiers for Developmental Learning Disorder

 
Specifier

Psychological mechanisms 
presumed to be affected

Impairments in  
academic skills

With impairment 
in reading 
(dyslexia)

Auditory/language processing 
(e.g., listening comprehen-
sion), phonological processing 
(e.g., segmenting words into 
syllables or individual sounds), 
speech sound difficulties, and 
auditory working memory

Word recognition, reading 
fluency, reading compre-
hension, as well as under-
standing and following 
written directions; individu-
als may also manifest 
difficulties in other areas of 
academic learning where 
reading is required

With impairment 
in mathematics 
(dyscalculia)

Working memory, spatial 
processing, sequential 
processing, visual-spatial-motor 
integration, numerical 
reasoning, number sense, 
representation of numerical 
magnitude, retrieval of facts 
from long-term memory, 
general fluency of processing, 
and processing speed

Mathematical competency, 
including numerical facility, 
mathematical reasoning, 
and understanding of 
number-related concepts 
such as time, speed, 
distance, measurement,  
and geometry

With impairment 
in written 
expression 
(dysgraphia)

Retrieval and production of 
alphabet letters, orthographic 
coding, ability to form mental 
representations of written 
words, graphomotor planning 
for sequential finger move-
ments, handwriting, phono-
logical and orthographic 
coding, vocabulary knowl-
edge, working memory, 
processing speed, and 
executive functions

Handwriting, spelling, 
composition, organization 
and production of assign-
ments, and completing tests 
within a given time frame

Underlying difficulties with 
language processing that 
affect the content of written 
language may be present
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PRESENTATIONS AND SYMPTOM PATTERNS

Developmental learning disorder typically affects one or more academic skills of 
reading, mathematics, or written expression but can also impact acquisition of 
other academic skills (e.g., history, science) reliant on these basic abilities. 
Symptom expression and functioning—namely, performance on academic tasks— 
varies across time according to numerous factors such as external demands on 
deficient skills, severity of the impairment, co-occurring disorders (e.g., ADHD), 
and, importantly, the interventions, learning strategies, and accommodations 
provided to the individual. In some cases, a developmental learning disorder 
may only become evident later during a person’s academic trajectory when 
efforts to compensate for limitations are overwhelmed by academic demands.

The breadth of impairment within a skill area can vary significantly across 
affected individuals. For example, impairment in reading may be restricted to 
phonological awareness deficits or be found to be more pervasive, affecting, for 
example, phonological awareness, phonological memory, oral language, and  
listening comprehension. In all the latter cases, the developmental learning  
disorder is specified as “with impairment in reading.” Most individuals with 
learning difficulties exhibit deficits that are persistent despite efforts to provide 
additional pedagogical support in the relevant subject area.

Developmental learning disorder may be preceded by attentional difficulties 
or speech and language impairments before formal schooling. Developmental 
learning disorder also typically persists into adulthood, presumably because the 
affected underlying psychological processes remain impaired even with ade-
quate intervention.

DEVELOPMENTAL LEARNING DISORDER SPECIFIERS

Specifiers for developmental learning disorder are used to describe the current 
academic area(s) affected, which is important for planning appropriate inter
ventions, strategies, and accommodations. These areas include reading, mathe-
matics, and written expression and can be applied independently or in 
combination. The specifier “with other specified impairment in learning” can 
also be applied to capture significant impairments in learning of other subject 
matter (e.g., science). These specifiers are helpful in directing the clinician to 
develop hypotheses about which psychological processes might exhibit weak-
nesses as well as selecting appropriate psychoeducational or neuropsychological 
assessment measures. See Table 3.1 for a brief description of the psychological 
processes and abilities that may be part of a comprehensive assessment of devel-
opmental learning disorder.

ASSESSMENT OF DEVELOPMENTAL LEARNING DISORDER

Assessment of developmental learning disorder is best understood as a multi-
step process (Ontario Psychological Association, 2018). Individuals suspected of 

developmental learning disorder have a history of academic impairment in 
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one or more areas of academic skills. Clinicians should determine whether there 
is evidence of the presence of risk factors known to be associated with learning 
difficulties, including developmental, medical, educational, or contextual factors 
(e.g., cultural or linguistic). Next, academic achievement and psychological pro-
cesses should be assessed on the basis of the results of appropriately normed, 
validated, and standardized tests. At least 1 standard deviation below the mean 
on achievement tests is a reasonable approximation of limitation in achieve-
ment provided that other diagnostic requirements are met, although different 
cut points may be appropriate given the clinical situation (e.g., if an individual 
comes from a marginalized community where access to educational opportuni-
ties is limited, a lower cut point may be more appropriate).

The CDDR also consider the importance of the global applicability of the diag-
nostic guidance in settings where valid tests in the local language may not be 
available. In these circumstances, it is anticipated that clinical judgment will be 
exercised which is similarly based on a comprehensive approach that includes a 
thorough history of academic problems and integration of information obtained 
from clinical interview with parents/caregivers and educators, school reports, 
and observation of the child’s behavior while engaging with academic materials. 
Academic achievement limitations may need to be estimated by proxies such as 
consistent failing grades in school, the need for excessive effort to maintain 
achievement compared with same-age peers, a history of remedial services, or 
notable impairments in specific areas of performance (e.g., inability to complete 
homework assignments or take adequate notes).

Cognitive and academic profiles suggestive of a developmental learning dis-
order then need to be differentiated from other disorders and factors such as 
insufficient effort or noncompliance (see Differential Diagnosis section). Fur-
thermore, the presence of socioemotional difficulties (e.g., low self-esteem) or 
co-occurring mental disorders (e.g., a depressive disorder, ADHD) should be 
identified and included in the case formulation.

DIFFERENTIAL DIAGNOSIS FOR DEVELOPMENTAL LEARNING 
DISORDER

Differential diagnosis for developmental learning disorder should begin with a 
determination of whether inadequate effort or poor compliance in the academic 
setting might better explain low achievement. Lack of effort or noncompliance 
should be formally assessed (e.g., through classroom observation or collateral 
reports from teachers and parents; DeRight & Carone, 2015) because these fac-
tors will also affect the validity of results of psychological measures used to diag-
nose and characterize a developmental learning disorder. Performance validity 
can be assessed in various ways, including with standalone measures (e.g., Test of 
Memory Malingering; Silver et al., 2011) or measures that are embedded in tests 
administered to assess cognitive or other psychological processes (e.g., reliable 
digit span subtest of the Wechsler Intelligence Scale for Children). Conclusions 
regarding the influence of effort or noncompliance should also consider conver-
gent information from other sources such as teacher and parent reports.
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Sensory impairments such as those affecting vision and hearing impact 
learning and should be ruled out with appropriate assessment in primary or spe-
cialized care (e.g., audiological examination). Similarly, developmental speech 
and language disorders can affect the ability to decode or produce language but 
do not directly affect the capacity for learning academic skills. History of trau-
matic brain injury and, if positive, the temporal relationship of the emergence of 
learning difficulties with the injury should also be assessed.

In general, profiles of strengths and weaknesses on normed, standardized 
instruments of cognitive and achievement functioning assist in differentiating 
developmental learning disorder from other neurodevelopmental disorders that 
commonly also affect learning. For example, developmental learning disorder 
is not a consequence of generalized intellectual deficits, which is characteristic of 
a disorder of intellectual development. Although many children with a develop-
mental learning disorder exhibit uneven profiles on tests of intellectual func-
tioning, globally, intellectual functioning is typically found to be in the average 
range. Nonetheless, the ICD-11 does allow for the co-occurring diagnosis of a 
developmental learning disorder and a disorder of intellectual development 
when unexpected academic underachievement is observed in the context of 
intellectual functioning that is found to be significantly below the average range.

ADHD commonly co-occurs in people with developmental learning disorder 
(DuPaul et al., 2013). Differentiation can be challenging because the disorders 
share impairments in executive functioning (e.g., lack of focus). However, in 
ADHD, executive functioning impairments affect the ability to focus across con-
texts, not just those related to academic skill acquisition. Furthermore, in cir-
cumstances where a person with ADHD is able to focus on academic material, 
they are typically able to acquire new academic skills. In contrast, people with 
developmental learning disorder demonstrate consistent difficulties acquiring 
specific academic skills, presumably due to inefficient processing in selective psy-
chological mechanisms (e.g., phonological awareness). Formal assessment 
measures of attention in addition to standard cognitive measures can help 
differentiate ADHD from developmental learning disorder. It is important to 
identify co-occurring ADHD because it often suggests greater severity of impair-
ment and requires separate interventions.

Mood disorders and anxiety or fear-related disorders can affect cognitive 
functioning and motivation that disrupt learning, which should be differenti-
ated from developmental learning disorder. However, the persistent under-
achievement characteristic of developmental learning disorder often leads to 
reductions in self-esteem among affected individuals and is an ancillary target 
of intervention strategies.

CULTURAL AND OTHER CONTEXTUAL ISSUES

Given the importance of formal psychoeducational or neuropsychological 
testing in diagnosing and characterizing developmental learning disorder, it is 
imperative that cultural, language, and literacy skills be taken into account. 

Performance on many measures of intellectual functioning is affected by 
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cultural and linguistic factors (Geva & Wiener, 2015). Academic underachieve-
ment may also be influenced by disenfranchisement of certain (often minori-
tized) communities.

Measures administered to assess developmental learning disorder should 
be culturally appropriate, in the language of the individual to whom they are 
given (whether as originally developed or as a validated translation; typically, 
in the language of the preponderance of the child’s schooling), and any stan-
dardization (e.g., t scores, clinical cutoffs) should be appropriately normed for 
the local population to which the child belongs. When these conditions are 
not met, test results must be interpreted with caution. Furthermore, a diag-
nosis of developmental learning disorder should not be made based on any 
single test result but rather based on an integration of multiple data sources.

KEY POINTS

•	 Disorders of intellectual development and developmental learning disorder 
are common neurodevelopmental disorders. These disorders are treated 
together in this chapter because both rely on the analysis and synthesis of 
findings from standardized measures for their diagnosis.

•	 People with disorders of intellectual development have significant limita-
tions in intellectual and adaptive behavior functioning. Ideally, limitations 
are assessed with standardized, appropriately normed measures. ICD-11 also 
includes behavioural indicators tables in cases when such measures are 
unavailable.

•	 Assessment of disorders of intellectual development must account for exist-
ing supports and understand the nature of associated behavior problems, 
co-occurring mental disorders, and comorbid health conditions to obtain a 
holistic picture.

•	 This holistic approach of diagnosis reflects greater individualization for a 
relatively heterogeneous group of people with varied needs. Consistent with 
the UN Convention on the Rights of Persons with Disabilities (UN General 
Assembly, 2007), the ICD-11’s consideration of contextual factors that may 
facilitate or impede an individual’s functioning emphasizes inclusiveness and 
participation in society.

•	 Developmental learning disorder is characterized by consistent impairment 
in achievement of academic skills that emerges during the developmental 
period. The ICD-11 provides specifiers that allow for description of the cur-
rent difficulties including reading, mathematics, written expression, and 
other areas of impairment. As many of these specifiers as necessary may 
be applied to describe the clinical presentation.

•	 Assessment of developmental learning disorder includes establishing the pres-
ence of low achievement—ideally using standardized, normed measures— 
but should also focus on a comprehensive, individualized formulation that 
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differentiates low achievement from disorders of intellectual development, 

sensory or motor impairments, lack of access to adequate educational oppor-

tunities, sociocultural factors, and language proficiency. Identification of 

impairments in underlying psychological mechanisms that logically relate to 

the observed impairment in achievement are crucial in formulating a coher-

ent individualized case conceptualization.
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4
Autism Spectrum Disorder
David Skuse, Kirstin Greaves-Lord, Graccielle Rodrigues da Cunha,  
and Gillian Baird

OVERARCHING LOGIC

Autism spectrum disorder (ASD) is characterized by deficits in social communi-

cation and social interaction together with restrictive, repetitive, and inflexible 

patterns of behavior including routines, rituals, and overfocused interests, sen-

sory sensitivities, and motor stereotypies (e.g., hand flapping when excited or 

anxious). Until just a few years ago, it was thought that the prototypic individual 

with autism was a male with intellectual impairment. We now recognize that 

disabling—although less explicit—features characterize many children and 

adults with ASD with normal to high IQ. Unfortunately, most standardized 

methods of diagnosing ASD are still subject to diagnostic bias against the identi-

fication of higher functioning individuals, especially females. The apparent prev-

alence of ASD varies worldwide, but it is higher in countries with greater 

experience of diagnosing the condition. Within Europe and North America, the 

proportion of children with a diagnosis is at least 1.5% (Fombonne, 2020).

ASD is classified in the 11th revision of the International Classification of Diseases 

(ICD-11; World Health Organization [WHO], 2023) as a neurodevelopmental 

disorder because the condition results from dysregulation of the brain’s devel-

opment. The use of the term spectrum is based on increasing evidence that the 

biological substrate of the condition is highly variable and features of the 

condition are heterogeneous (Robinson et al., 2016), in part reflecting gender 

and the age at presentation as well as the severity of any associated disorder 

https://doi.org/10.1037/0000392-004
A Psychological Approach to Diagnosis: Using the ICD-11 as a Framework, G. M. Reed,  
P. L.-J. Ritchie, and A. Maercker (Editors)
Copyright © 2024 by the American Psychological Association and the International 
Union of Psychological Science. All rights reserved.
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of intellectual development. ASD is not an acquired condition, except in very 

rare circumstances, such as prenatal exposure to toxins, extreme prematurity, 

or postnatal infections of the brain. It is not caused by environmental pollutants, 

parenting, or vaccines. The precise cause of the conditions remains unknown in 

the great majority of cases, but they certainly have a strong but complex  

biological/genetic foundation (Lord et al., 2018). Multimorbidity with other 

neurodevelopmental disorders is common, and there is increasing evidence 

that biological susceptibility to a range of neurodevelopmental disorders is 

shared. For that reason, most individuals with ASD exhibit characteristics of 

other conditions as well (Gillberg, 2010).

A PSYCHOLOGICAL APPROACH TO ASD

As described in the Clinical Descriptions and Diagnostic Requirements for ICD-11 

Mental, Behavioural and Neurodevelopmental Disorders (CDDR; WHO, 2024), a core 

feature of ASD is a failure to recognize another person’s social cues and respond 

appropriately. Clinicians used to believe that people with ASD were characteris-

tically uninterested in having close friendships, but this is wrong. Many want 

social relationships with their peers but are unable to build such relation-

ships successfully. People with ASD lack social competence due to abnormal 

social cognition, and this deficiency cannot be explained by general impair-

ment in intellectual functioning. A relative lack of social competence may also 

be associated with a range of other conditions (e.g., blindness, deafness, atten-

tion deficit hyperactivity disorder [ADHD]), but, in these cases, compensatory 

behaviors often develop over time and the skills to build social relationships 

are not fundamentally lacking; they just take longer to develop. Although 

ASD has a clear biological, largely genetic substrate (Taylor et al., 2020), avail-

able treatments are almost exclusively behavioral and psychological. A detailed 

assessment of its psychological and behavioral manifestations in an individual 

case is therefore essential to treatment planning.

PRESENTATIONS AND SYMPTOM PATTERNS

Preschool Child (0–5 years)

Most children with ASD do not present with marked abnormalities of behavior 

in the first year of life, although parents often report some delay in smiling, 

poor gaze focus on faces, and distress provoked by changes of state or place. 

Infants later identified as having ASD are sometimes exceptionally quiet and 

rarely babble; they may appear to be “good” babies, and undemanding. Social 

monitoring by the infant is often absent or reduced, and nonverbal communi-

cation skills may be delayed, or even absent; they use few if any spontaneous 

nonverbal gestures such as waving goodbye or pointing to express shared 

interest. Comprehension may be restricted to single words or simple phrases, 

but a delayed onset of spoken language is not necessary to make the diagnosis; 
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distinguishing between the language deficits of ASD and language impairments 

due to a disorder of intellectual development or a developmental speech or 

language disorder requires the evaluation of other developmental skills (e.g., 

acquisition of gross motor skills, such as sitting, crawling, and walking). Unlike 

those with an ASD, children with a primary language disorder do not show 

impaired play, disinterest in social interaction, or limited nonverbal communi-

cation skills; they typically try to compensate for their failure to make their 

needs known verbally by using nonverbal means of communication.

Some infants later diagnosed with ASD avoid eye contact, do not like to be 

held, and if held may demand to face away. They do not mirror facial expres-

sions and rarely actively engage in social games such as pat-a-cake or peek-a 

boo (although they may passively be amused by them). They do not explore 

their parent’s face with their eyes or hands. Eye contact in social interactions 

(especially with unfamiliar people) is usually transient or absent. They have 

limited interest in physical contact (especially hugging), except when they ini-

tiate it. They may persistently ignore their name being called but have normal 

hearing (which should be confirmed by audiometry). However, screening for 

ASD traits in infancy should be undertaken with caution because of the danger 

of false-positive findings, which can be detrimental to parent–child relation-

ships in the longer term.

Toddlers with ASD typically do not seek their parents’ attention or praise 

for their achievements, nor do they engage in age-typical persistent enquiries 

(e.g., a lack of “why?” questions). In preschool group settings, there is little  

if any social play, and the friendly approaches of other children evoke dis

interest or aversion. Social rules in group play (e.g., turn-taking, sharing) are 

not followed. They may isolate themselves from their peers, there is little or 

no “social chat,” and preschool children with ASD rarely share interests with 

or seek praise from an adult. Identifying differences in play can be difficult 

because so many preschool children have access to electronic media such as 

phones and tablets, which appeal to both typically developing children and 

those with ASD. Play with objects is often stereotyped, and lacks a social ele-

ment; for instance, a child with ASD may like to stroke soft toys but does not 

talk to them or name them. Persistent lining up of objects commonly takes 

the place of other play; typically developing children may do this also but will 

usually tolerate them being moved. Construction toys are used by both boys 

and girls with ASD but novel assemblies, beyond the creation of objects out-

lined in the instructions provided with the toy, are rarely observed. Rarely, 

there are unusual interests in numbers or letters from an early age.

Difficulties in breastfeeding (inability to suckle efficiently), resistance to the 

introduction of solids, and increasing sensitivity to food textures (often with 

gagging) are characteristic of early infancy, although children with other neuro-

developmental disorders may have feeding difficulties due to immature or unco-

ordinated lip, tongue, and swallowing movements. Some children with ASD 

develop unusually strong food preferences—for example, based on brand, color 

or other aspect of appearance, or texture. Occasionally, such preferences are 

persistent and severe enough to cause weight loss or failure to gain weight or 

have some other impact on physical health or related functional impairment; 
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avoidant and restricted food intake disorder may also be diagnosed. Although 

many children with ASD learn bladder and bowel control at the same age as 

typically developing children, some have difficulty recognizing and responding 

appropriately to internal sensations of bladder or bowel fullness or exhibit 

behavioral problems related to toileting (e.g., insistence on using diapers for 

bowel actions or refusal to use toilet facilities outside the home).

There may be both negative and positive responses to sensory experiences. 

Distress caused by specific sensations is common, most frequently loud or 

unusual sounds. Typical children at this age dislike loud noises such as fire-

works, but children with ASD have more extreme reactions. Other sounds they 

dislike may be idiosyncratic, and they do not develop tolerance to them. Those 

with strong sensory sensitivities experience extreme anxiety in anticipation of 

the triggering sound. Some preschool children with ASD become preoccupied 

with favored sensations, such as smells, textures, or visual stimuli.

During the preschool years, there are the beginnings of rigid routines, such 

as an insistence on following familiar routes. Resistance to change begins at 

this age, with distress at unanticipated events even if they are pleasurable. 

The anticipation of a novel event raises anxiety, and that anxiety can manifest 

as anger. Although tantrums are not unexpected in preschool children, they 

can be exceptionally severe and protracted in children with ASD.

Even without specific treatment, traits and behaviors do not stabilize until 

at least 6 years of age, and amelioration is common as children develop. There 

is no convincing evidence to support the view that very early treatment can 

rectify an abnormal developmental trajectory (Paynter et al., 2020). Although 

psychological treatment can modify the overt expression of the condition, it 

cannot reverse the underlying atypical neurodevelopmental process.

In a small proportion of children with ASD (between 5% and 20%), parents 

or caretakers report that a period of normal development (usually about 

18 months but sometimes much longer) was followed by the loss of previously 

acquired skills, including language. Skill regression can be gradual or sudden 

(e.g., within a few weeks). Parents often attribute the cause to an external 

event, such as a vaccination, birth of a new baby, or a house move, for example, 

although there is no evidence for any such causal connection. Although this 

pattern of development is a marker for possible ASD, some children make a full 

recovery. Rarely, regression of skills (verbal, social, and adaptive functions 

including bowel/bladder control and emotional distress) occurs in later child-

hood, in which case, recovery is unlikely (Pearson et al., 2018).

Middle Childhood

Many school-age children with ASD exhibit a continuing failure to make 

appropriate eye contact and a limited use of spontaneous gestures, such as 

beckoning or waving to attract attention. There are limited spontaneous facial 

emotions, especially subtler emotions such as guilt or embarrassment. Reduced 

social smiling is prominent; for instance, the child may not smile when greeting 

people with whom they are familiar. Children with ASD at this age will avoid 
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or fail to recognize individuals they know well (e.g., teachers, friends) when 

seeing them out of context (e.g., at the shopping mall). There are reduced or 

absent nonverbal head movements in conversation (e.g., nodding to agree or 

acknowledge turn-taking, shaking head to disagree). Conversations are rarely 

initiated or sustained; children with ASD will respond to direct questions but 

tend to redirect social conversation to their own interests or needs. Echolalia 

(repeating words or phrases spoken by other people) is rare in children without 

co-occurring disorders of intellectual development, but if present, it may be 

either immediate or delayed. Some children with ASD continue to misuse pro-

nouns. Their literal interpretation of language can be a major issue, and 

common idioms are often misunderstood. Unlike same-age peers with equiva-

lent verbal intelligence, there is often a failure to follow hints, understand 

jokes, or cope with sarcasm or teasing.

Children with ASD in middle childhood do not usually develop close friend-

ships. At school, they can often be observed in the playground standing on the 

periphery of groups, or they may completely avoid unstructured social situa-

tions and refuse to go and play outside. Some are intolerant of others encroaching 

on their personal space yet are unaware of other people’s personal space, and so 

they make overfriendly approaches. Girls with ASD in mainstream schools often 

become skilled at feigning social engagement. Many children with ASD resist 

engaging in social events such as children’s birthday parties, and most do not 

like to share, sometimes demonstrating extreme possessiveness. Although it is 

often said that children with ASD lack empathy, this is not usually an appro-

priate description (Fletcher-Watson & Bird, 2020). Most affected children are 

not callous and unfeeling, but when faced with another person’s emotional dis-

tress, they do not respond in an appropriate way. This is in part because when 

other people express high levels of negative emotion, youth with ASD experi-

ence intense anxiety, which can trigger irritable behavior and tantrums. Dealing 

with unregulated emotions can lead them to respond to other people’s negative 

emotional states inappropriately, such as laughing at distress, ignoring it, or 

becoming angry.

Social and emotional development is less mature than other areas of devel-

opment. Parents may describe an excessive naiveté and a lack of common sense 

and express concern that the child is less independent than same-age peers. 

During this period of development, many children with ASD prefer to play 

with younger children to control social interactions (e.g., the rules of a game). 

They may more easily sustain conversations with unfamiliar adults who are 

accepting of the child’s self-centered style. Many girls with ASD who have 

normal or high IQ practice social scripts and can “act normal” for limited periods 

of time (Dean et al., 2017). Functional rather than symbolic play is typical but 

differs substantially by gender. A preoccupation with construction toys is more 

typical of boys, although novel constructions are not usual. Girls may become 

focused on collections of figures, including dolls, but they do not act out social 

scenarios with those toys. There is typically little if any imaginative, social, or 

role play unless it is led by other children with the child with ASD acting as a 

passive participant.
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Sensory preoccupations and aversions may become more apparent during 

middle childhood. These include a wish to wear the same clothes, or type of 

material, every day. Oversensitivity to touch can mean that labels must be 

removed from all clothing. Sensitivity to sounds may persist, and some children 

wear earplugs in school because the background noise in a classroom is so dis-

tressing to them. A high pain threshold is commonly associated with limited 

self-awareness of internal senses, such as feeling hungry, full, hot, cold, or 

thirsty. Continuing sensitivity to mixed textures in food is common, and many 

children demand that foods are separated on a plate, so that they do not touch 

or blend together. Children with ASD may have an obsessive interest in watching 

objects that spin.

Restricted interests are increasingly apparent during middle childhood. There 

are difficulties distinguishing this from typical behavior if it involves media such 

as computer games. Many children with ASD make collections of objects, often 

of no value. They tend to resist new experiences for which they have not been 

prepared, even if these are pleasurable, and this can have a major impact on 

family life and education. Cognitive rigidity can also lead to insistence on rou-

tines and rituals (e.g., taking the same route to school and demanding to leave 

the house at the same time each day), with great distress if a routine is altered. 

Overt tantrums, which may include aggression or violence, are a common 

response to challenges to their resistance to change. Another manifestation of 

cognitive rigidity is an insistence on fairness and rule following, which are more 

often applied to others rather than to self, with a lack of flexibility and no ability 

to compromise or change a decision once made.

Many children with ASD in middle childhood have impaired control of both 

gross motor skills (e.g., ungainly running, poor hand–eye coordination) and fine 

motor skills (e.g., exceptionally slow and untidy handwriting). Dyspraxia, the 

inability to perform a coordinated planned motor task with ease, is also common 

(e.g., difficulties tying shoelaces, fastening buttons). Clinically, problems in 

motor planning are often overlooked, but they can have far-reaching social and 

functional consequences, affecting educational progress and social acceptance 

by peers (Gowen & Hamilton, 2013). Some attainments such as reading compe-

tence or vocabulary skills may be advanced for the child’s chronological or 

mental age, but specific learning difficulties in literacy and numeracy may 

co-occur and often go unidentified. Many children with ASD find it difficult to 

remember more than one instruction at a time, even if they have above-average 

IQ, making it hard for them to follow lessons efficiently; slow processing 

speed, together with a poor verbal working memory, can lead to educational 

underachievement.

Adolescence

Although all children develop new skills in social communication during ado-

lescence, especially after puberty, the gap between individuals with ASD and 

typically developing peers tends to widen at this time. In some, especially girls, 

the increased social demands of adolescence may reveal difficulties that were 

previously hidden. Symptoms reflecting limited social skills can emerge at this 
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time, even though ASD was not previously diagnosed; on careful enquiry,  

a history of autistic characteristics of behavior going back to early childhood is 

likely to be found.

Adolescents on the autism spectrum who do not have co-occurring dis

orders of intellectual development may superficially appear to communicate 

well, with an extensive vocabulary that is used without grammatical errors, 

but the pattern of stress and intonation of their language is often monotonous, 

pedantic, or exaggerated. Many adolescent girls with ASD speak quietly, and 

their speech is excessively fast or slow. Some adolescents with otherwise good 

formal language skills do not use associated emphatic gestures while talking, 

so they appear to be stiff and awkward. These communication differences may 

contribute to increasing social alienation from their peers.

Adolescents with ASD typically find it hard to adjust to an increasingly com-

plex social world, in which insight into other people’s motivations, the hidden 

meanings in their communications, and appropriate responses to social hierar-

chies are required to be socially accepted, especially in the school context. Boys 

with co-occurring ADHD often exhibit impulsive disruptive behaviors and are 

at risk of being manipulated by more socially skilled peers who take advantage 

of their naiveté. Disruptive behaviors can lead to school exclusion, often 

without recognition of the underlying disorder (Kaat & Lecavalier, 2013). Girls 

are vulnerable because of social naiveté too, especially in terms of sexual rela-

tionships. At this age, social communication difficulties are rarely the proximal 

reason for presentation to clinical services. Rather, underlying ASD may be 

masked by acts of self-harm, disordered eating, drug and alcohol abuse, and 

depressive symptoms. Due to their distinctive cognitive style (e.g., eye/ear for 

detail, unconventional associative thinking), many adolescents with ASD have 

a capacity to be creative in the arts and music and may be highly talented. Nur-

turing their capacity to focus attention and to practice skills can lead to success 

and can offer entry into a social milieu.

Some sensory sensitivities (such as extreme aversion to certain sounds) are 

less pronounced than at a younger age, but those related to touch or tempera-

ture tend to persist. There is often a need to wear clothes that have certain 

tactile qualities (usually loose fitting), a requirement for removal of clothing 

labels, and a tendency to dress in inappropriate clothing for the weather. Cer-

tain food textures continue to be avoided, and many have a very limited range 

of preferred foods. Repetitive stereotyped behaviors are less obvious in adoles-

cence than in earlier childhood, and focused and restricted interests may appear 

to be socially acceptable or even desirable, especially if linked to educational 

pursuits. Poor motor skills are associated with an avoidance of, or exclusion 

from, team sporting activities, as well as impaired educational progress. How-

ever, the capacity for intense practice can sometimes lead to excellence in more 

individual sporting activities.

Adulthood

By the time they reach adulthood, many people with ASD who do not have 

co-occurring disorders of intellectual development have developed compensatory 
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strategies for their lack of social communication skills and have intentionally 

suppressed motor stereotypies. Adult outcome for most people diagnosed 

with ASD in recent years is uncertain because the characteristics of individ-

uals given the diagnosis of autism 20 years ago were quite different from 

those receiving the diagnosis today; in the past, a much higher proportion 

had generalized difficulties in intellectual functioning (Steinhausen et al., 

2016). Most adults receiving a first diagnosis will have functioned reason-

ably well in situations that are familiar to them, even though they have 

typically placed a strong emphasis on routine. Given the increased societal 

demands in work and early-family settings, considerable effort is required 

to pass as “normal” in everyday life, but this is less of a problem when com-

municating electronically or by social media, which allows the timing of 

responses to be determined by the receiver; typically, adults with ASD who 

use textual modes of communication appear more fluent than they would in real- 

time discourse.

Emotional distress, which often has its roots in social alienation, is clinically 

important, and presentations to services may be prompted by depression, self-

harm, substance misuse, social anxiety, or disruptive behaviors that are some-

times a reaction to conflict in the workplace or in intimate relationships (Hollocks 

et al., 2019). Expressive language skills are usually well developed among those 

with normal to high IQs, but some use pedantic, arcane vocabulary and com-

plex grammatical constructions to compensate for, or to camouflage, other lim-

itations. It is important to observe adults with suspected ASD on several occasions 

in different social contexts to determine whether what appear to be socially 

attuned, flexible behaviors are in fact imitative or preconceived routines.

Similar issues may apply to nonverbal behaviors; even though a wide variety 

of facial expressions and associated patterns of stress and intonation of language 

may give the appearance of social adeptness, on further observation, it becomes 

apparent that these responses were rehearsed. (Many individuals will admit to 

practicing them if asked.) Of course, rehearsing appropriate social behavior is 

not an invariable sign of autism, but if such practiced behavior is necessary in 

everyday life, it can become emotionally exhausting. The stress of keeping up 

appearances can lead to anxiety and depression. Both males and females with 

ASD in adulthood find informal social events, in which social conversation (or 

chat) is expected, very challenging; some compensate with alcohol, risking 

exacerbation of the problem and socially inappropriate behavior. With the 

increasing use of social media, which is often the preferred mode of communi-

cation, a lack of social awareness and associated naiveté can lead to people with 

ASD being exploited by others who contact them online. They are vulnerable to 

being manipulated into detrimental social, sexual, or financial situations.

Creative activities offer an important route by which adults with ASD can 

increase their social inclusion and gain better emotional regulation. Loss of 

engagement in creative activities can impact negatively on mental health. It is 

important to ask about these activities, and to learn how successfully the adult 

balances their day-to-day interests and commitments. Sensory sensitivities can 

become increasingly disabling in adulthood because sensitivities to certain 
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sounds, smells, and lights are distracting, interfere with work, and potentially 
lead to irritated or aggressive behavior that could result in conflict with coworkers 
or even to job loss.

By adulthood, routines and rituals have often become habitual, and resis-
tance to change is even stronger than in childhood. Motor issues are not very 
different in adulthood than during previous developmental periods; clumsiness 
and poorly coordinated fine and gross motor skills may emerge or be exacer-
bated when the individual is under stress or exhausted.

Adults with ASD sometimes come to clinical attention because they become 
aware of their differences with others and may even diagnose themselves. Events 
that lead to their seeking treatment include bullying, social exclusion, or diffi-
culty coping with unexpected life events. A diagnosis of ASD may have been 
overlooked when they were younger because at that time the predominant 
symptoms were related to ADHD or anxiety. Adults with ASD usually experience 
ongoing social communication difficulties, as well as routines and rituals, and 
resistance to new experiences, although many form relationships with partners 
and children, an outcome that is probably more common for females than males. 
Adults with ASD are employed in a range of settings; those with high nonverbal 
intelligence are in demand for tasks that require attention to detail and logical 
planning, such as computer programming. The greatest threat to their employ-
ability arises from difficulties in their social relationships in the work environ-
ment, conflict arising from their preference to repeatedly do tasks the same way, 
their distress if their routine is changed, and their absorption in detail, which can 
lead to the neglect of important contextual information. Typically, they do not 
enjoy and do not wish to participate in social activities, so they avoid social events 
relating to work. Most importantly, they find it exceptionally hard to manage 
other people, which means that promotion can lead to a breakdown of their 
working relationships and even to the termination of their employment.

SPECIFIERS

The ICD-11 provides a range of specifiers to describe aspects of the presentation 
of ASD that may be especially relevant to treatment selection (WHO, 2024). 
First, a specifier is used to indicate the presence or absence of a co-occurring 
disorder of intellectual development (“with disorder of intellectual develop-
ment” and “without disorder of intellectual development”). If a co-occurring 
disorder of intellectual development is identified, that diagnosis should also be 
assigned together with the severity designation corresponding to the degree of 
impairment in intellectual and adaptive functioning (mild, moderate, severe, or 
profound). The CDDR indicate that because deficits in social communication are 
a core feature of ASD, in determining the severity of the co-occurring disorder 
of intellectual development, assessment of adaptive functioning should empha-
size the intellectual, conceptual, and practical domains rather than social skills.

The ICD-11 also provides specifiers to indicate the degree of functional lan-
guage impairment, which is prognostically important in individuals with 
ASD. It is most often, although not exclusively, relevant for individuals with 
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co-occurring disorders of intellectual development. For the purpose of this 

specifier, functional language refers to the individual’s ability to use spoken or 

signed language to express personal needs and desires, not to the social com-

munication deficits that are a core feature of ASD. Specifiers are provided for 

“mild or no impairment of functional language,” “impaired functional language” 

(i.e., not able to use more than single words or simple phrases), and “complete, 

or almost complete, absence of functional language.”

DIFFERENTIAL DIAGNOSIS

A different pattern of differential diagnoses is found at each developmental 

stage. The distinction from disorders of intellectual development, develop-

mental speech or language disorders, and hearing impairment is particularly 

relevant during the preschool period. The differential diagnosis between ASD 

and disorders of intellectual development can be difficult, although they often 

co-occur, as indicated by a provision of a specifier for this situation. In practical 

terms, the distinction may rest on a clinical decision about which is the 

more prominent and disabling condition. Disorders of intellectual develop-

ment encompass aspects of language, motor skills, and adaptive functions 

including social communication skills. Diagnostically, it is useful to conceptu-

alize the core deficit in ASD as being a failure to interpret other people’s social 

cues accurately and respond appropriately (for developmental age). Social 

interest and associated skills are often maintained in individuals with disorders 

of intellectual development relative to other adaptive functions. In those with 

ASD, the opposite is generally true. If intellectual limitations are so severe that 

there is no verbal or nonverbal communication beyond basic expressions of 

need, the ability to gather supportive evidence for an associated diagnosis of 

ASD may be so compromised as to be clinically meaningless.

A careful developmental history is of critical importance in distinguishing 

ASD from developmental speech sound disorder or developmental speech flu-

ency disorder because these can also result in social withdrawal, and social 

anxiety is often a prominent symptom. In these disorders, inquiring about early 

(preschool) development should reveal a history of social responsiveness that 

gradually diminishes over time. The distinction between ASD and develop-

mental language disorder, especially with pragmatic language impairment, is 

even more challenging. Both are associated with impaired social communica-

tion, but ASD is, by definition, characterized by additional evidence of cognitive 

rigidity and often by pervasive sensory sensitivities. A history of marked regres-

sion in language skills occurs in some cases of ASD (usually in the second or 

third year of life) but never in developmental language disorder. ASD can also 

co-occur with developmental speech and language disorders if the speech and 

language difficulties are not better explained by ASD or by a disorder of intel-

lectual development.

By middle childhood, it should be clear whether the child has significant 

intellectual impairment, but the relative weighting of ASD and a disorder of 
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intellectual development as components of the clinical presentation continues 

to be challenging. Other neurodevelopmental disorders need to be evaluated, 

especially ADHD, which is clinically significant in more than a third of ASD 

cases (Visser et al., 2016). Some children with selective mutism may be almost 

impossible to assess for underlying ASD. In adolescence, the initial presenta-

tion of ASD in boys is often disruptive behavior but, in girls, it is more com-

monly precipitated by an emotional crisis with anxiety and depressive symptoms, 

or an eating disorder. A differential diagnosis in such cases requires careful 

assessment of social communication difficulties, which are not characteristic 

symptoms of other disorders. in adulthood, the distinction from personality 

disorder can present a challenge; the key distinguishing feature is evidence of 

an abnormal trajectory of early neurodevelopment in ASD (requiring, ideally, 

an independent informant).

ASSESSMENT

Preliminary evaluation of suspected ASD can be done in a primary care setting, 

but a full diagnostic workup requires specialist assessment. There are several 

screening questionnaires that can assist, but they are no substitute for personal 

evaluation by direct observation of the child (or adult) in social interaction with 

the clinician as well as a developmental history. A diagnosis of ASD is a clinical 

judgment, ideally based on consensual agreement between members of a multi

disciplinary team (e.g., psychologists, psychiatrists, and speech and language 

therapists). They should come to a decision about the severity of symptoms and 

their impact on the individual’s social adjustment in relationship to family, edu-

cation, and broader social interactions (i.e., daily functioning).

Diagnostic assessment of children and adolescents—and, if possible, even 

adults—should include an interview with a parent or caregiver who can describe 

in detail a lifelong pattern of developmental difficulties in social communication 

and social interaction skills. Identifying the relatively subtle symptoms that indi-

cate restricted interests, resistance to change, and sensory sensitivities in chil-

dren with ASD whose IQ is in the normal to high range requires considerable 

clinical expertise because they cannot reliably be assessed by observation alone. 

When assessing females, clinicians should be mindful that their focused interests 

are more likely to be socially unexceptional (e.g., animals, celebrities, clothes) 

than those of boys, but they are equivalently restricted and of similar intensity. 

The obsessional interests of boys differ with age but typically involve the collec-

tion of unusual facts or objects that have no value or use. The severity and 

quality of individual symptoms is likely to vary over the lifespan; in many cases, 

the diagnosis is not made until the social limitations of the condition are out-

weighed by social demands.

The assessment should combine and integrate several sources of information. 

There should be independent observations of the individual’s behavior in dif-

ferent social contexts, such as within the family, in nursery, in school, or during 

unstructured leisure (social) activities. Making such personal observations of 

Co
py

rig
ht

 A
m

er
ic

an
 P

sy
ch

ol
og

ic
al

 A
ss

oc
ia

tio
n.

 N
ot

 fo
r 

fu
rt

he
r 

di
st

rib
ut

io
n.



72  Skuse et al.

adolescents or adults is difficult, but even secondary observations (e.g., reports 

by teachers or coworkers) can provide clinically useful information. Because 

families usually adapt to their autistic child’s unusual behaviors, subjective 

family reports can underestimate the degree of impairment; it is often more 

productive to approach this in terms of the disruptive impact of the child’s 

behavior on family life.

Many subtle traits and individual symptoms consistent with ASD can be 

observed in children who are not clinically on the autism spectrum. No single 

behavior (e.g., presence or lack of sustained eye contact) or symptom cluster 

either confirms or rules out the diagnosis. Children without intellectual impair-

ment may try to disguise or compensate for their autistic traits. For instance, 

they may suppress motor stereotypies such as hand flapping and learn to avoid 

situations that are associated with subjectively unpleasant sensory experiences. 

The impact of ASD traits on educational progress often depends on how tol-

erant the educational establishment is of unusual or disruptive behaviors; some 

children respond well to the rules and structure of schools.

Because children with ASD often have both strengths and weaknesses in 

their verbal or nonverbal skills, a formal evaluation of their cognitive profile is 

of value (Mandy et al., 2015). Specific characteristics, including executive skills, 

should be quantified by psychometric testing. Educational progress can be com-

promised without remedial attention to areas of weakness. Superior verbal 

intelligence does not equate to the appropriate use of language in everyday 

social discourse; expressive language skills can exceed comprehension and 

speed of processing, causing teachers, parents, and peers to overestimate the 

language skills of their student, child, or classmate with autism. Common areas 

of specific weakness include working memory and processing speed, which 

have functional consequences because affected individuals have great difficulty 

in, for example, remembering instructions, following rapid changes in conver-

sation topics, or conversing with several people at once. Executive functions in 

which deficits are often observed include sustained attention, planning, shifting 

attention from one task to another, emotional regulation, and initiating tasks. 

Many individuals with ASD show an excessive focus on detail at the expense of 

the “bigger picture.” They also tend to introduce subjects into a conversation 

without setting a context, which induces confusion in the listener. Both traits 

reflect the autistic individual’s lack of appreciation that other people’s perspec-

tive on, and knowledge about, the world is different from their own.

A clinical assessment of ASD should also inquire about the individual’s range 

of sensory sensitivities. Many people have both a maximum and minimum 

tolerance of sensory stimulation. We are often more aware of their response to 

excessive sensory stimulation, but people with ASD are also at risk of becoming 

understimulated, which can lead to passivity, depression, and a sense of mean-

inglessness. Both positive and negative sensory sensitivities should be explored 

to formulate a “window of tolerance” within which they function optimally.

For adolescents with ASD, an assessment of their knowledge of psycho-

sexual functioning is important to guide them into a healthy period of sexual 

development. Parents and adolescents often have quite different perspectives 
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on the issues under discussion, and adolescents with ASD will tend to be sur-

prisingly concrete in their understanding of social and sexual relationships. 

Notions of companionship and emotional involvement are not easy for them to 

comprehend, and they may see such relationships in purely functional terms.

People with ASD can develop long-term, stable sexual and loving relation-

ships. There are also many adults with ASD who struggle to find a partner, 

but their single status can be wrongly interpreted as a lack of motivation or 

desire; many adults with ASD say that they do have romantic and sexual 

desires, but they find it difficult to initiate contact with potential partners.  

It is important to ask about these desires in a concrete and explicit way. 

Follow-up questions are needed to ensure that the subject matter and its 

implications have been correctly understood.

It is important to assess suicidality and violence when interviewing adoles-

cents and adults with suspected ASD. Although clinicians prefer to use 

avoidant or polite language, they should be explicit and concrete, asking “Do 

you want to be dead?” rather than “Do you have suicidal thoughts?” and “Do 

you ever hit someone?” rather than “Are you ever physically violent?” More-

over, it is important to ask follow-up questions to make sure that the question 

was understood correctly, and not take no for an answer too easily, especially 

if the individual’s nonverbal behavior is at odds with their verbal response.

CO-OCCURRING DISORDERS

It is important to inquire about a history of co-occurring mental health condi-

tions and whether the individual has suffered any traumatic life experiences. 

Anxieties are often present during the preschool period, including separation 

anxiety and a variety of specific phobias, which may be severe. Phobias com-

monly involve sensory sensitivities, flying insects, dogs, and people dressed up 

in costumes (e.g., as clowns). ADHD is difficult to diagnose with confidence in 

the preschool period, especially if the child is developmentally delayed. Devel-

opmental speech or language disorders and developmental motor coordination 

disorder may co-occur and require specific intervention. Some degree of oppo-

sitional and defiant behavior and emotional volatility is to be expected in typi-

cally developing preschoolers, but in those with ASD, it is often more severe.  

In middle childhood and adolescence, multimorbidity is common, including 

ADHD, tic disorders, anxiety or fear-related disorders, oppositional defiant dis-

order, and eating disorders (Simonoff et al., 2008). As social exclusion often 

increases steadily throughout adolescence and adulthood, anxiety or fear- 

related disorders and depressive disorders are increasingly common, and sui-

cidal thoughts or attempts may occur. Some individuals become aggressive 

toward themselves or others.

Medical conditions that predispose to ASD include various genetic disorders 

that are associated with intellectual disability, certain intrauterine exposures 

(e.g., to sodium valproate or alcohol), perinatal factors such as prematurity, and 

infections such as encephalopathy. A family history of ASD suggests there could 
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be an identifiable genetic risk to other family members; therefore, genetic testing 

of the affected individual and their first-degree relatives may be indicated 

(DeThorne & Ceman, 2018).

CULTURAL CONSIDERATIONS

Apparent rates of ASD vary among cultures, but these are likely to reflect dif-

ferences in recognition and diagnosis rather than underlying population char-

acteristics (de Leeuw et al., 2020). Recognition of the disorder may reflect, for 

example, parental reluctance to endorse symptoms that are regarded as socially 

undesirable or reflect cultural attitudes toward disability, such as difficulties in 

self-care tasks or instrumental activities of daily living (Liao et al., 2019). When 

parents do express a concern about their children’s behavior, they may focus  

on symptoms that have a particular cultural salience for them. For example, in 

Latino cultures, parental concern during the preschool period may be more 

likely to focus on difficult temperament, irritability, hyperactivity, and impaired 

psychomotor development rather than unusual social behavior. In contrast, 

White North American parents may be particularly watchful of any delay or 

other abnormality in language development. Alternatively, ASD-like character-

istics can be culturally congruent, such as avoidance of eye gaze or a limited 

range of publicly expressed facial expressions in some Asian cultures. Conver-

sational conventions, such as forms of greeting, turn-taking, intonation, the 

use of humor, and associated nonverbal gestures during conversation also vary 

widely between cultures. In countries where access to specialist services is lim-

ited, individuals with ASD without intellectual impairment often go undiag-

nosed until adulthood, and other cases may be incorrectly considered to have 

only a disorder of intellectual development.

GENDER-RELATED FEATURES

For many years, the widely accepted figure for the male-to-female ratio in the 

prevalence of ASD was 4:1, but this has changed with greater awareness that 

ASD affects girls of normal-range intellectual functioning (Halladay et al., 

2015). There is still relatively little identification of girls with ASD in the pre-

school years, unless they have associated severe developmental or language 

delay. Social behavior may appear to be less detrimentally affected in girls than 

boys at this age, in part because compensatory behavior (e.g., mimicking the 

behavior of typical girls) usually commences in the preschool years and con-

tinues through middle childhood. Compensatory strategies are probably sec-

ondary to greater social motivation in females, and their social communication 

difficulties are usually more obvious to families than to teachers. By the time 

they reach adolescence, girls with ASD generally find it increasingly difficult to 

conform to the social norms of their peer group (Mandy et al., 2012).
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Motor stereotypies are generally more evident in boys than girls with IQs in 

the normal range. Preoccupations with facts, numbers, spinning objects, and 

the collection and categorization of unusual objects are also more male-typical 

in this age group. Preoccupations in girls are more likely to be socially accept-

able (e.g., obsessions with celebrities, music, animals, clothes, or makeup) and 

are therefore harder to differentiate from normal-range behaviors. Girls may 

also be very different in their behavior at home versus at school. Their social 

relationships at school may superficially appear to be appropriate, and teacher 

reports may be at variance with the parental account of their daughter’s perva-

sively challenging behavior. Girls typically try to keep up a more “normal” per-

sona at school, but they become exhausted by the end of the school day. At 

home they can appear completely different, sometimes including confronta-

tional and aggressive behavior. Clinicians may erroneously attribute the emo-

tional manifestations of ASD in these families to family dysfunction.

Presentations of emotional disturbance in girls with ASD, possibly related to 

the onset of puberty, are characterized by generalized anxiety disorder or 

depressive disorders. There is unlikely to be the same risk of antisocial behavior 

as seen in boys, in part because girls with ADHD traits tend to be inattentive 

rather than overtly hyperactive and impulsive. As the compensatory strategies 

employed by girls with normal-range IQ become relatively less effective because 

of increasing social environment complexity, there is a risk they will internalize 

their distress, leading to eating disorders, depressive disorders, or self-harm.

In adolescence, affected boys may have conduct problems, especially if there 

is associated ADHD, but girls are more vulnerable than boys to romantic/sexual 

exploitation during adolescence. They tend to behave in the way they believe is 

appropriate or that they think other people expect of them. A minority experi-

ence gender dysphoria at this time, a period when typical children focus on their 

individual gender identity, romantic relationships, and sexual preferences. There 

are also gender differences in autistic features exhibited in adulthood. An 

absorbing interest in categorization, numbers, and in logical sets of information 

is much more characteristic of males. Both genders are at risk for stalking people 

of interest to them.

Gender-role issues may rise in adult females with ASD who become mothers. 

Some such women do not feel comfortable in a cultural role of motherhood 

because that involves a caring and emotionally engaged relationship with their 

child and because many do not enjoy close physical contact. Consequently, such 

women feel unfit to be a mother or struggle to combine motherhood with other 

responsibilities or activities.

KEY POINTS

•	 Diagnostic requirements for ASD have evolved over the past 40 years. There 

is now far greater awareness of the prevalence of the symptoms among 

individuals of all ages whose verbal and nonverbal intelligence lie within 

the normal range.
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•	 ASD is associated with a range of associated mental health and behavioral 
issues, as well as specific and generalized learning difficulties and impair-
ments of motor development.

•	 The majority of affected individuals have other clinically significant mental, 
behavioral, or neurodevelopmental disorders, which require a separate 
diagnosis and tailored management.

•	 Common co-occurring internalizing mental health conditions include gen-
eralized anxiety disorder, specific phobias, and depressive disorders, with 
characteristics of withdrawal, irritability, and emotional dysregulation.

•	 Externalizing characteristics can include oppositionality, excessive tantrums, 
reactive aggression, and other issues that may predominate in the individu-
al’s initial clinical presentation, which may meet diagnostic requirements for 

a co-occurring diagnosis of ADHD or oppositional defiant disorder.
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5
Schizophrenia and Other 
Primary Psychotic Disorders
Tania Lincoln and Paul French

OVERARCHING LOGIC

Schizophrenia and other primary psychotic disorders are characterized by the 

presence of one or more psychotic experiences, such as aberrations in per­

ception (hallucinations), beliefs (delusions), or visible behavior (disorganized 

speech, bizarre behavior; World Health Organization [WHO], 2024). A central 

feature is referred to as loss of touch with reality, in which the person perceives 

things that others do not (e.g., hearing voices), holds on to extreme beliefs that 

deviate from the cultural norm without convincing proof (e.g., beliefs about 

being persecuted), or has difficulties making themself understood. However, it is 

important to recognize that loss of touch with reality typically only relates to the 

individual’s symptoms and not to a broader or complete breakdown of under­

standing and orientation.

The grouping of schizophrenia and other primary psychotic disorders in the 

11th revision of the International Classification of Diseases (ICD-11; WHO, 2023) 

includes six categories: schizophrenia, schizoaffective disorder, schizotypal 

disorder, acute and transient psychotic disorder, delusional disorder, and other 

primary psychotic disorder. These categories differ in regard to the intensity of 

the symptoms (e.g., symptoms in schizotypal disorder are less pronounced than 

in the other categories), their duration (e.g., symptoms are of shorter duration 

in acute and transient psychotic disorder), the range of the experiences included 

(e.g., delusional disorder does not typically involve other psychotic symptoms), 

https://doi.org/10.1037/0000392-005
A Psychological Approach to Diagnosis: Using the ICD-11 as a Framework, G. M. Reed,  
P. L.-J. Ritchie, and A. Maercker (Editors)
Copyright © 2024 by the American Psychological Association and the International 
Union of Psychological Science. All rights reserved.
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and their degree of overlap with other disorders (e.g., schizoaffective disorder is 

characterized by the presence of symptoms of mood disorders). Psychotic expe­

riences can also occur in other ICD-11 disorders. For example, delusions of guilt 

can occur in moderate or severe depressive episodes, paranoid symptoms are 

common in severe personality disorder, and hallucinations can arise in the 

context of posttraumatic stress disorder (PTSD). However, in these other dis­

orders, psychotic symptoms are not the defining features.

For a long time, psychiatrists and psychologists assumed that psychotic 

symptoms, especially delusions or hallucinations, were qualitatively different 

from normal experiences and that they could not be changed using logical 

reasoning; therefore, psychological interventions were not promoted. We now 

know that people who do not have a psychotic disorder can also have psychotic  

experiences. For example, many people admit feeling paranoid at least occa­

sionally, and even auditory hallucinations are not uncommon. Prevalence 

rates of typical psychotic experiences range from about 5% up to 30% in the 

general population, depending on the type of phenomenon and how the 

question is asked. This has led researchers to conclude that these symptoms 

occur on a continuum from normal to pathological. The continuum view 

implies that normal processes of reasoning must be involved in the formation 

and maintenance of psychotic symptoms and has encouraged the systematic 

development of psychological interventions for schizophrenia and other pri­

mary psychotic disorders.

However, the psychotic-like symptoms or unusual subjective experiences 

that are observed in the general population are usually fleeting in nature, are 

not accompanied by other symptoms of a psychotic disorder, and do not inter­

fere with functioning. People who fulfill the diagnostic requirements for a 

psychotic disorder generally rate their psychotic experiences as much more 

distressing. The experiences tend to occur more frequently, the content of 

auditory hallucinations tends to be more negative, and the delusional beliefs 

tend to be more extreme and to be held with stronger conviction. Symptoms 

in the context of a psychotic disorder are thus more likely to cause impairment 

in personal, family, social, educational, and occupational or other important 

areas of functioning.

A PSYCHOLOGICAL APPROACH TO SCHIZOPHRENIA AND OTHER 
PRIMARY PSYCHOTIC DISORDERS

Taking a psychological approach to schizophrenia and other primary psychotic 

disorders means going beyond a mere diagnosis and attempting to understand 

how symptoms have developed and which factors are maintaining them. Due 

to the complexity of psychoses, there is no “one size fits all” solution. The pre­

disposing (e.g., genetic factors, trauma) or maintaining factors (e.g., ongoing 

social stress) vary among people. Additionally, predisposing or maintaining 

factors vary among symptoms. For example, negative symptoms such as 
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constricted affect and paucity of speech may be maintained by social with­

drawal, whereas incoherent speech that is characteristic of thought disorder 

may be maintained by too much interpersonal stress. Psychological approaches 

to date have tended to focus on understanding specific symptoms (e.g., delu­

sions) rather than the complete disorder (e.g., schizophrenia).

To develop suitable interventions, a detailed assessment and formulation 

needs to be undertaken with each patient. A formulation-based approach is 

used to help make sense of the assessment and guide intervention strategies. 

The formulation will vary depending on whether the focus is on trying, for 

example, to understand the occurrence of hallucinations as such or on the 

emotional distress they are causing. Finally, we need to distinguish a macro 

level of analysis (i.e., Under which circumstances did the symptoms develop in 

the broader context of a person’s life history?) from a micro level (i.e., Which 

factors are triggering and maintaining symptoms in the person’s specific every­

day situations?). The concept of functional analyses (e.g., Kanfer et al., 2012) 

offers a helpful framework for this type of assessment and provides an optimal 

basis for planning individualized interventions. This framework considers the 

association between situational stimuli such as external or internal triggers 

and the symptomatic response at the behavioral, emotional, physiological, and 

cognitive levels. This association is assumed to be influenced by the preexisting 

differences between individuals resulting from both biological dispositions and 

a person’s experiences, as well as the interaction of the two.

There are several predisposing risk factors for psychotic disorders. One is a 

significant genetic component: There is about a 67% chance of inheriting a 

vulnerability to developing schizophrenia (Wray & Gottesman, 2012). No spe­

cific genes that “cause” psychotic disorders have been identified, but there are 

numerous gene variations (polymorphisms) associated with psychoses, some of 

which appear to be involved in brain structure and neurotransmitter systems 

relevant to the psychotic experiences (Ripke et al., 2014). Vulnerability to psy­

chotic disorders is also increased by exposure to sexual, physical, and emotional 

childhood trauma; migration; and discrimination (van Os et  al., 2010). For 

example, people with a psychotic disorder have experienced childhood trauma 

approximately 3 times more frequently than those without a psychotic disorder 

(Varese et al., 2012). Other risk factors include prenatal and birth complications 

(Cannon et al., 2002). Environmental stressors that occur later in life, such as 

major life events, interpersonal stressors, and urbanicity are also associated 

with psychosis. These risk factors manifest themselves in vulnerability character-

istics that can be evidenced at different levels—neurobiological, neurochemical, 

physiological, cognitive—and are linked to symptom formation and mainte­

nance. For example, compared with healthy control subjects, individuals with 

psychotic disorders tend to show the following:

•	 stronger emotional responses to stressors (Myin-Germeys & van Os, 2007);

•	 higher overall arousal and negative affect, and greater difficulties in emo­

tion regulation and coping (Ludwig et al., 2019);
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•	 neuropsychological impairment in terms of memory-related difficulties, 

difficulties in maintaining and focusing attention, and difficulties in plan­

ning (executive functioning; Jirsaraie et al., 2018);

•	 biases in reasoning, such as the tendency to use less information before 

drawing conclusions (“jumping to conclusions”; Dudley et al., 2016) and 

the tendency to attribute an event to external causes (Murphy et al., 2018);

•	 difficulties in identifying other people’s emotions, feeling connected to 

others, inferring people’s thoughts, and reacting emotionally to others 

(Green et al., 2015); and

•	 more fluctuations in self-esteem over time, as well as lower self-esteem 

and more negative schemas of the self and others (e.g., Beck et al., 2019; 

Murphy et al., 2018).

Some of these factors are likely to influence the way a patient responds in 

clinical interactions, and all have been a focus of psychological interventions 

for psychosis.

Various theoretical models have attempted to link the biological and 

social risk factors with the resulting vulnerability to explain how psychotic 

symptoms arise. These models all build on the assumption of an interaction 

between vulnerability and stress and are often used by clinicians to explain to 

patients why they may have developed psychosis. The different models stress 

different aspects. For example, an early model assumed that stress increases 

neurocognitive deficits and thereby makes it difficult for patients to filter 

incoming stimuli (Nuechterlein & Dawson, 1984). Biological models have 

emphasized abnormal physiological stress regulation that is assumed to be 

linked to an overactivation of dopamine pathways, the neurotransmitter 

most prominently associated with psychosis (Pruessner et al., 2017). Cogni­

tive models have stressed the relevance of cognitive vulnerability caused by 

traumatizing experiences or other social adversity (e.g., Garety et al., 2001). 

These models postulate that psychotic symptoms evolve when stressors cause 

a vulnerable person to have unusual experiences (e.g., increased arousal, 

bodily sensations, or hallucinations). The crucial assumption is that it is not 

the unusual experiences in themselves that cause distress but the way in 

which the experience is appraised or interpreted by the person. This appraisal 

is assumed to be influenced by the individuals’ affective state, their view of 

the world and their way of processing information (e.g., the reasoning biases 

described earlier). There have also been attempts to combine cognitive and 

neurobiological models. In a model put forward by Howes and Murray 

(2014), developmental alterations due to genes, early hazards to the brain, 

and childhood adversity are assumed to sensitize the dopaminergic system, 

which results in excessive presynaptic dopamine synthesis and release. This 

dysregulated dopamine is assumed to make it more likely that irrelevant per­

ceptions are perceived as relevant. As in the cognitive models, the way these 

“unusual experiences” are interpreted are hypothesized to depend on the 

persons’ beliefs and way of processing information.
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SCHIZOPHRENIA

Presentations and Symptom Patterns

In the ICD-11, the characteristic symptoms of schizophrenia include (a) persistent 

delusions; (b) persistent hallucinations; (c) disorganized thinking; (d)  experi­

ences of influence, passivity, or control (e.g., feeling influenced by devices, feeling 

under control of external force); (e) negative symptoms (e.g., constricted, 

blunted, or flat affect; alogia or paucity of speech; avolition, asociality, and 

anhedonia); (f) grossly disorganized behavior; and (g) psychomotor distur­

bances. To make a diagnosis of schizophrenia, at least two of the seven character­

istic symptoms must be present for a period of 1 month or more, of which one 

must be a positive symptom (i.e., symptoms a–d; WHO, 2024). The term positive 

symptoms is used if there is an alteration in the normal way of experiencing things, 

such as if a person starts hearing voices that were not previously heard.

Delusions are the most characteristic and frequent positive symptom in 

Schizophrenia. They can be defined as strongly held beliefs that are not con­

sistent with reality, not shared by others, and not easily changed when con­

fronted with counterevidence. Although people without delusions can also 

hold beliefs with strong conviction in the absence of evidence (e.g., religious 

beliefs, political views), these beliefs tend to be shared by others. They are also 

less clearly associated with distress or impaired functioning. One of the most 

frequently reported delusions is the belief that others intend harm. Delusions 

can cover a broad range of topics that vary by culture and gender but tend to 

revolve around personally relevant themes, such as relationships, religious 

beliefs, sexuality, and health issues. Delusions are often easier to understand 

in the early phases of symptom formation, where they can take on the form 

of an extreme interpretation (e.g., a person experiencing difficulties at work 

begins to believe that their coworkers are trying to get rid of them). Later, 

they can evolve to more complex delusions (e.g., that person begins to believe 

there is an organized conspiracy against them which goes beyond the imme­

diate work context). The amount of time a person spends thinking about the 

delusion, the emotional distress associated with it, and even the rate of con­

viction varies from individual to individual. It can also vary over time within 

a given individual depending on external stressors and can be used as an 

indicator of recovery versus deterioration.

Hallucinations are sensory experiences, in any sensory modality, in the 

absence of corresponding external stimulation. In schizophrenia, they are most 

commonly auditory (e.g., hearing things) and verbal (i.e., hearing voices, spe­

cifically). What the voices say can vary in length (e.g., single words or complete 

sentences), complexity (e.g., single or several voices), content (e.g., benevolent 

or malevolent), and mode (e.g., commentary or commands). The content of 

the voices tends to have a lot in common with the content of automatic 

thoughts in other mental disorders, such as depression (e.g., voices saying 

critical things like “you are stupid”). However, in hallucinations, these thoughts 

are experienced as being heard rather than thought. Many people with psychotic 
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disorders report that voices occurred for the first time in a period of extreme 

distress. The frequency, intensity, and content of hallucinations can vary over 

time in an individual, with variation often linked to the person’s general mental 

state (e.g., hearing more negative voices when feeling sad, angry, or stressed).

Disorganized thinking tends to be indicated by the way a person speaks. For 

example, a person might be unable to answer a question without providing 

excessive unnecessary detail (circumstantiality), keep losing track of the topic 

(derailment), or start inventing new words. In extreme cases, a person’s speech 

can become difficult or impossible to understand.

Closely linked to both hallucinations and delusions are what the ICD-11 

describes as experiences of influence, passivity, or control, which refer to the expe­

rience that ones’ feelings, impulses, thoughts, bodily functions, or behavior are 

under the control of another person or other external force (WHO, 2024). For 

example, some people with schizophrenia feel that thoughts are being placed 

in their minds or withdrawn from their mind by others, or that their thoughts 

are being broadcast to others.

The term negative symptoms is used to express that something is missing 

from the range of normal experiences, such as when a person dramatically 

reduces their activity or speaks much less and with less expression than was 

previously the case. With a prevalence of approximately 60%, negative symptoms 

are as frequent as hallucinations among individuals with schizophrenia (Bobes 

et al., 2010) and are clearly associated with impairment in social functioning 

and quality of life. Negative symptoms are now widely considered a two- 

dimensional construct, comprising both motivational and expressive negative 

symptoms (Strauss et al., 2012). Motivational negative symptoms are defined 

as a lack of motivation to engage in, or sustain, goal-directed behavior, includ­

ing avolition (general lack of drive or lack of motivation to pursue meaningful 

goals), asociality (reduced or absent engagement with others and interest in 

social interaction), and anhedonia (inability to experience pleasure from nor­

mally pleasurable activities). Expressive negative symptoms comprise dimin­

ished expression in several domains of nonverbal and verbal communication, 

such as in expressive movements of the facial muscles, intonation and quantity 

of spoken words, and gesturing. This does not necessarily mean that people with 

expressive negative symptoms do not experience strong feelings.

The term disorganized behavior is used to describe behavior that appears 

bizarre or unnecessary to observers. For example, a person might start throw­

ing things out of the window, rearranging furniture in a strange way, or mutter­

ing loudly to themselves or may respond to a simple question with an emotional 

outburst. Most people may behave bizarrely at times. However, people’s 

behavior can usually be explained by a combination of the context and their 

personality. Whether behavior is considered disorganized is dependent on 

whether this behavior is outside the norm after considering other factors, such 

as context, culture, developmental age, and personality. The behavior may also 

be understandable in the context of other psychotic symptoms. For example, 

a person’s disorganized behavior may occur because they are following com­

manding voices (auditory hallucinations) or acting on delusions.
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Finally, psychomotor disturbances include catatonic restlessness or agitation 

(i.e., extreme restlessness with purposeless or bizarre motor activity to the point 

of exhaustion), posturing (i.e., spontaneous and active maintenance of a pos­

ture against gravity), waxy flexibility (i.e., maintaining a position or posture 

after being placed in it by another person), negativism (i.e., opposition or no 

response to instructions or external stimuli), mutism (i.e., no, or very little, 

verbal response), or stupor (i.e., no psychomotor activity; not actively relating 

to environment).

Differential Diagnosis

Schizophrenia is the most severe disorder within this grouping in terms of 

how pronounced the symptoms are (e.g., more pronounced than in schizo­

typal disorder), their duration and stability (e.g., longer and with less fluctu­

ation than in acute and transient psychotic disorder), and their range (e.g., 

broader spectrum of symptoms than in delusional disorder). Schizophrenia 

also includes symptoms that go beyond the realm of positive symptoms, such 

as negative symptoms and psychomotor disturbances. Negative and psycho­

motor symptoms may also be present in schizoaffective disorder (discussed 

later in this chapter) but are not characteristic of other psychotic disorders.

Psychotic symptoms can also occur during moderate or severe depressive 

episodes or during manic or mixed episodes in bipolar type I disorder. In these 

cases, however, they are confined to the mood episode. In PTSD, some symp­

toms, such as severe flashbacks or intrusive images, may have a hallucinatory 

quality, and hypervigilance may reach proportions that appear to be para­

noid, but PTSD diagnosis requires exposure to a traumatic event alongside 

reexperiencing of the traumatic event in the present and other features that 

are not characteristic of schizophrenia. However, many people with schizo­

phrenia or other primary psychotic disorders have significant histories of 

trauma as well as co-occurring PTSD.

Developmental Course

It is rare for the onset of schizophrenia to occur before puberty. Although 

some signs of vulnerability may be present before the onset of the disorder, 

schizophrenia symptoms typically begin in late adolescence to early adult­

hood, with a variable pattern but frequently a nonspecific deterioration in 

functioning heralding the onset of more specific psychotic symptoms. Women 

tend to show a slightly later peak of onset (toward the end of their 20s) than 

men (toward the beginning of their 20s). After this peak, there is a gradual 

decline in onset, although there is indication of a second peak around age 40, 

which may have some relation to the menopause, although this requires further 

investigation. Studies have shown that men are more likely to be assigned a 

diagnosis of schizophrenia, whereas women are more likely to be assigned 

a diagnosis of bipolar disorder (Dell’Osso et al., 2021; Li et al., 2022).
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The course of the disorder is characterized by several specific phases. A first 

psychotic episode is often preceded by a prodromal phase with nonspecific 

symptoms, such as worry, rumination, sleep disorder, tension, difficulties con­

centrating, or irritability. The acute phase can begin abruptly or gradually and 

is dominated by positive symptoms. Negative symptoms are more likely to be 

present in the postacute phase, which is most often followed by a remission 

phase. The reports on the long-term course vary considerably across studies, 

but overall, one can conclude that approximately 20% to 30% of patients 

only experience one psychotic episode, followed by a complete recovery and 

another 20% to 30% experience a couple of episodes with no symptoms 

between the episodes. The remaining patients remain impaired in their psycho­

social functioning to a certain degree even between the episodes, with some 

showing a chronic course. Factors that are more predictive of more positive 

outcomes include having a high level of social functioning before the dis­

order begins, an acute onset of the disorder, an absence of negative symp­

toms, an absence of neuropsychological dysfunctions and brain-structural 

abnormalities, getting treatment quickly, and having supportive and accept­

ing family members.

In the ICD-11, the course of schizophrenia can be characterized using spec­

ifiers as “first episode” when the most recent episode is the first manifestation 

of Schizophrenia. If there has been a previous episode of schizophrenia or 

schizoaffective disorder with a period of partial or full remission between epi­

sodes lasting for at least 3 months, the “multiple episodes” specifier should be 

used. The “continuous” specifier is used when symptoms have been present 

for almost the entire course of the disorder since first onset.

SCHIZOAFFECTIVE DISORDER

Presentations and Symptom Patterns

To make a diagnosis of schizoaffective disorder, all diagnostic requirements for 

schizophrenia need to be met concurrently with mood symptoms that are suf­

ficiently severe to meet the diagnostic requirements of a moderate or severe 

depressive episode, a manic episode, or a mixed episode (refer to Chapter 6, this 

volume, on depressive disorders). The onset of psychotic and mood symptoms 

should not occur more than a few days apart and have a duration of at least 

1 month. A schizodepressive episode could thus be characterized by depressive 

symptoms, such as psychomotor retardation, loss of interest, insomnia, slow 

movements, concentration problems, feelings of guilt, hopelessness, and sui­

cidal ideation, and the person may also have the impression that others may 

either hear or somehow be aware of their thoughts or that external forces are 

trying to control them. They may be convinced that people are spying on 

them, or they may be hearing condemning voices. Similarly, in a schizomanic 

episode, a person may experience elevated mood along with delusions of gran­

deur or may show symptoms of irritability and agitation along with delusions 
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of persecution and aggressive behavior. They will also likely have increased 
drive and activity, along with problems concentrating, experiences of influ­
ence, passivity or control, and clearly impaired functioning.

Differential Diagnosis

Schizoaffective disorder is distinguished from schizophrenia based on  
co-occurring mood symptoms that meet the diagnostic requirements for an 
affective disorder (i.e., a moderate or severe depressive episode, a manic epi­
sode, or a mixed episode) and last for at least 1 month. Schizoaffective disorder  
is distinguished from mood disorders with psychotic symptoms because the 
symptom requirements for schizophrenia are fully met. The diagnosis of 
schizoaffective disorder thus should be considered only when a diagnosis 
of schizophrenia and a mood disorder are both substantiated and occur either 
together or within a few days of each other. It is possible for an individual to 
meet the diagnostic requirements for schizoaffective disorder, schizophrenia, 
moderate or severe depressive episodes, manic episodes, and mixed episodes 
during different periods as they are all intended to describe the current episode 
of the disorder. This conceptualization in ICD-11 differs from previous ones, in 
which a person retained the diagnosis for all future episodes, regardless of 
symptom presentation.

Developmental Course

The onset of schizoaffective disorder can be characterized by serious disturbance, 

which becomes apparent within a few days (acute) or by a gradual development 

of signs and symptoms. A prodromal phase characterized by loss of interest in 

work or social activities, neglect of personal appearance or hygiene, inversion of 

the sleep cycle, attenuated psychotic symptoms, and/or anxiety and depressive 

symptoms can precede the onset of psychotic symptoms. As with schizophrenia, 

the course of schizoaffective disorder tends to be episodic with periods of 

remission and can be further described using the ICD-11 specifiers. Overall, 

the course for this disorder is somewhat better than that for schizophrenia 

(both in terms of age of onset and in terms of remission between episodes) but 

somewhat poorer than that for mood disorders. Schizodepressive episodes 

tend to be less dramatic than schizomanic episodes but last longer and are 

associated with a poorer prognosis (Brieger et al., 2017).

SCHIZOTYPAL DISORDER

Schizotypal disorder is characterized by an enduring pattern of unusual 
speech, perceptions, beliefs, and behaviors that are not of sufficient severity 
or duration to meet the diagnostic requirements for other psychotic disorders. 
There must be several symptoms that are similar in nature to the symptoms 

of schizophrenia but milder or more transitory. For example, the diagnosis of 
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schizotypal disorder might apply to people who find it hard to make close 

friends because they are perceived as slightly awkward in communication 

(e.g., avoiding eye contact, smiling inappropriately, remaining vague on 

matters of importance, pronouncing sentences in an unusual way) and slightly 

odd in appearance and behavior, while also feeling distrustful of other people’s 

intentions. At the same time, such individuals may have a fascination for 

topics that seem eccentric to others, such as ghosts or supernatural powers, be 

superstitious, and have occasional odd perceptions, such as seeing their sur­

roundings change color or hearing a frightening voice that says their name 

at night. There may be occasional transient psychotic episodes, perhaps with 

intense illusions where people process information in a way that does not 

align with reality, auditory or other hallucinations, and delusion-like ideas. 

Because people with schizotypal disorder often do not “fit in” in mainstream 

school or other social contexts, they tend to spend a lot of time alone, which can 

cause great loneliness. Emotional distress can also result from the symptoms 

themselves, such as anxiety due to having strange perceptual experiences. To 

make a diagnosis, the symptoms must have been present for at least 2 years 

and cause distress or impairment in important areas of functioning, which is 

an essential boundary with normality.

The differential diagnosis with schizophrenia is important in schizotypal dis­

order. Symptoms of schizotypal disorder may be qualitatively similar to those 

of schizophrenia without meeting the diagnostic requirements for schizo­

phrenia in terms of severity or duration. For example, the speech disturbance 

in schizotypal disorder is without gross incoherence, and magical thinking and 

paranoid ideation do not reach the diagnostic requirements for a delusion. 

The severity of symptoms can also guide the differential diagnosis with other 

related disorders (e.g., obsessive ruminations without a sense that the obses­

sion is unwanted, as it would be in obsessive-compulsive disorder). Inter­

personal difficulties in schizotypal disorder may share features of autism 

spectrum disorder, such as poor rapport and social withdrawal. However, indi­

viduals with schizotypal disorder do not exhibit other core features of autism 

spectrum disorder, such as restricted, repetitive, and stereotyped patterns of 

behavior, interests, or activities.

Schizotypal disorder typically begins in late adolescence or early adulthood, 

without a definite onset. The disorder may persist over years with fluctuations 

of intensity and symptom expression but rarely evolves into schizophrenia.

ACUTE AND TRANSIENT PSYCHOTIC DISORDER

This diagnosis applies to cases in which psychotic symptoms begin acutely 

within 2 weeks, with the symptoms changing rapidly in nature and intensity. 

The disorder remits quickly, and most commonly lasts from a few days to 

1 month; once psychotic symptom duration extends beyond 1 month, a diag­

nosis of schizophrenia would be considered. Along with prominent psychotic 

symptoms of hallucinations and/or delusions, there are often other symptoms 
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such as disturbances of mood, transient states of perplexity or confusion, or 

impairment of attention and concentration. The disorder has been observed 

to follow stressors, such as loss of job or loss of significant others, but this is 

not obligatory to make the diagnosis.

The most characteristic differentiating factor from other psychotic disorders 

is the acute onset and the short duration. The fluctuations of symptoms and 

the absence of negative symptoms during the psychotic episode also distin­

guish the disorder from schizophrenia and schizoaffective disorder. In contrast 

to depressive disorders, mood symptoms that may occur are transient and do 

not meet the required duration or associated symptoms to qualify for a mood 

disorder. In contrast to delirium, the person maintains a regular level of alert­

ness and relatively clear sense of consciousness.

Similar to schizophrenia and schizoaffective disorder, the course is episodic 

and can be described in ICD-11 both in terms of the number of episodes and 

of the current remission status. The short-duration episodes are associated 

with deterioration in functioning, although this is generally regained after 

the episode has remitted. Risk of relapse is high, although a chronic course is 

excluded by definition.

DELUSIONAL DISORDER

Delusional disorder is characterized by distinct and enduring delusional beliefs 

in the absence of any other psychotic symptoms. In these cases, symptoms may 

not be apparent as long as the delusional topic(s) are not discussed. Common 

forms of delusions relate to persecution, somatic delusions (e.g., a belief that 

organs are rotting or malfunctioning), grandiose delusions, delusions related 

to jealousy (e.g., the unjustified belief that one’s spouse is unfaithful), and love 

(i.e., the belief that another person, usually a famous or high-status stranger, 

is in love with the person experiencing the delusion). Delusions may be 

accompanied by actions directly related to their content. For example, a person 

with the delusion of being the loved one of a famous singer writes letters to the 

singer. The delusions need to persist for at least 3 months to make a diagnosis, 

but typically persist much longer. The content of delusions varies across indi­

viduals, while showing remarkable stability within individuals.

Delusional disorder can be differentiated from other psychotic disorders 

because the delusions occur in the absence of additional characteristic psy­

chotic symptoms. For example, in contrast to other psychotic disorders, mood, 

speech, and behavior are typically unaffected. When hallucinations do occur, 

they tend to be related to the content of the delusions (e.g., tactile hallucina­

tions in delusions of being infected by parasites).

Delusional disorder typically has a later onset and greater stability of 

symptoms than other psychotic disorders with delusional symptoms. In con­

trast to schizophrenia or schizoaffective disorder the overall functioning is less 

impaired, even in cases that take a more chronic course.
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ASSESSMENT

The diagnosis of schizophrenia or another primary psychotic disorders can  
have serious negative implications and should not be given lightly. To obtain a 
more reliable diagnosis, not only of the psychotic disorder but also of relevant 
co-occurring disorders, standardized procedures such as structured interviews or 
diagnostic checklists are recommended. Symptom assessment can be based on an 
individual’s report or through observation by the clinician or other informants.

The Clinical Descriptions and Diagnostic Requirements for ICD-11 Mental, Behavioural 

and Neurodevelopmental Disorders (CDDR; WHO, 2024) provides specifier scales to 
indicate the level of severity of positive symptoms, negative symptoms, depressive 
mood symptoms, manic mood symptoms, psychomotor symptoms, and cognitive 
symptoms. These symptom domains can be rated as mild, moderate, or severe, 
based on their severity during the past week. Although the CDDR provide diag­
nostic descriptions for each symptom domain specifically, the general rule is 
that a domain is rated as mild when only one or two of the symptoms in the 
domain have been present, everyday functioning is not or is only minimally 
affected, and no significant negative social or personal consequences of symp­
toms have occurred. A rating of moderate severity is given when three or four 
symptoms in the domain have been present (or fewer if they have shown a 
substantial degree of impact), everyday functioning is moderately affected, 
negative social or personal consequences of the symptoms are not severe, and 
most of the symptoms are present the majority of the time. A domain is 
rated as severe when many symptoms of the domain have been present (or 
fewer with severe impact), everyday functioning is persistently impaired, and 
there are serious negative social or personal consequences. For the positive 
symptoms domain, there are descriptions for each of the individual symptoms 
within the domain (i.e., delusions, hallucinations, experiences of passivity and 
control, disorganized thinking, and disorganized behavior). For example, delu­
sions would be rated as mild if the person holds a delusion but does not feel 
pressure to act on it and the delusion leads to minimal distress; as moderate if 
behavior is clearly affected by the delusion but functioning is not significantly 
impaired (e.g., a person with persecutory delusions is watchful of their sur­
roundings but continues to venture outside); and as severe if the person is 
preoccupied with delusional beliefs that have a strong impact on that per­
son’s behavior and impair functioning (e.g., a person with persecutory delu­
sions refuses to eat most food because of a conviction that food has been 
poisoned). In this case, where multiple symptoms fall within a particular 
domain, the rating should reflect the most severe symptom within that domain.

As a basis for diagnosis and also for assigning the ICD-11 symptom domain 
specifier scales, there are validated self- and observer-rated instruments avail­
able in numerous languages. The use of such measures with predefined ques­
tions and anchors for qualifying the severity of different symptoms (from not 
present to severe) is recommended and can be particularly helpful for less expe­
rienced clinicians. All these measures include prompts related to frequency, 
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duration, and impact on functioning to aid in accurate diagnosis. The use of 

standardized measures can also be a normalizing process for the patient by 

demonstrating that other people also experience these types of symptoms. 

Frequently used measures include the Positive and Negative Syndrome Scale 

(Kay et al., 1987), the Psychotic Symptoms Rating Scales (Haddock et al., 

1999), and the Brief Negative Symptom Scale (Kirkpatrick et al., 2011). Of 

course, a diagnosis cannot be made based on any single test result, and mea­

sures used should be culturally and linguistically appropriate for the individual 

being tested. Any standardization of measures (e.g., t-scores, clinical cutoffs) 

should be appropriately normed for the local population.

For therapy planning, it is also important to assess the triggering and main­

taining conditions of the symptoms and the way the patient appraises them 

alongside any coping strategies they may have developed. The clinician should 

also bear in mind the psychosocial risk and vulnerability factors for schizo­

phrenia described in the first section of this chapter. These can guide the col­

laborative development of a formulation of why an individual’s symptoms may 

have developed and how they are being maintained. This type of formulation- 

based approach can also be applied to individuals who present with distressing 

symptoms in the absence of a diagnosable psychotic disorder. Recently there 

has been a great deal of research and clinical service development around 

early intervention in psychosis. This approach allows for treatments to com­

mence at the earliest opportunity but without the need for definitive diagnoses 

and recognizes that diagnoses may change over time.

PREVALENCE

The prevalence of schizophrenia and other primary psychotic disorders is fairly 

consistent across different countries. However, starting with studies carried 

out by WHO (e.g., Jablensky et  al., 1992), several studies have found the 

course to be better in some non-Western, less industrialized countries. Differ­

ent reasons have been discussed for this, including differences in family sup­

port, stigmatization, integration into social and occupational activities that are 

associated with differences in culture, or economic status of countries. Schizo­

phrenia has a lifetime prevalence of about 0.3% to 0.7%. Men and women are 

affected equally often in most epidemiological studies, but women tend to 

show a better long-term course (fewer episodes, more complete recovery, and 

better long-term functioning). Schizoaffective disorder has a lifetime preva­

lence of about 0.3% with women affected more frequently than men. The 

prevalence for schizotypal disorder is about 4% with high variation across 

studies. Estimates for acute and transient psychotic disorder also vary around 

approximately 0.1%, with some studies finding women to be affected more 

frequently than men. The prevalence of delusional disorder is estimated at 

about 0.2% to 0.4%.
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CO-OCCURRING DISORDERS

Schizophrenia and other primary psychotic disorders often co-occur with dis­

orders due to substance use, anxiety and fear-related disorders, and mood 

disorders. It is important to attend to these diagnoses because they can affect 

treatment success and adherence. It is also relevant to keep in mind the high 

rate of attempted and completed suicides in psychotic disorders. The rate of 

completed suicides at approximately 5% (Hor & Taylor, 2010), and similar rates 

have been reported for schizoaffective disorder and acute and transient psy­

chotic disorder. Risk factors for later suicide include being young; being male; 

having a high level of education, depressive symptoms, active hallucinations, 

and/or delusions; acknowledgment of having a severe mental disorder; a family 

history of suicide; and co-occurring substance misuse. Furthermore, individ­

uals with schizophrenia tend to die significantly earlier than healthy control 

individuals. Reasons for this include adverse effects of medication, comor­

bidity with other medical conditions, suboptimal treatment of other medical 

conditions, and suboptimal lifestyle, including smoking and reduced activity. 

These factors also interact and enhance each other’s effects. For example, 

increased weight may be due to antipsychotic medication and inactivity. The 

impact of being overweight subsequently increases the risk of the metabolic 

disorders. Significantly, most of the weight gain happens in the early course of 

the disorder, which provides an opportunity for intervention.

VALIDITY AND OTHER KEY SCIENTIFIC ISSUES

There has been some controversy regarding whether the distinction between 

psychotic and affective disorders is meaningful. Critics of this distinction point 

to the strong overlap between these groupings (van Os & Reininghaus, 2016). 

For example, negative symptoms resemble depression, and depression can 

also occur with psychotic symptoms. The overlap has created the necessity for 

“overlap diagnoses,” such as schizoaffective disorder. There is also controversy 

about maintaining the label schizophrenia, which is associated with stigmati­

zation and poses a further barrier to recovery because it is associated with 

continued social stress and less willingness to seek and accept help. Finally, 

there has been controversy about whether or not a “high risk of psychosis” 

status (which resembles the prodromal phase in patients before a first episode 

of schizophrenia) should have been included in the ICD-11 as a diagnostic 

entity. A reason to include it is that people who meet the diagnostic require­

ments for an at-risk mental status have high levels of mental distress along 

with a substantially increased likelihood of transitioning to a full psychotic 

episode over time. The transition rate varies between approximately 20% and 

40% depending on how the at-risk state is assessed and the length of the 

investigated period. The high rate of transition makes it important for clini­

cians to recognize this at-risk mental state. A diagnosis would increase the 
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likelihood of professional help and the development of interventions to reduce 

the likelihood of transition to a full disorder. Reasons not to include such a 

diagnosis are that the majority of the “at-risk” people do not develop a full 

clinical disorder and that early labeling could trigger stigmatization processes. 

Also, many of those classified as being “at risk” fulfill diagnostic requirements 

for other disorders and should have access to mental health services on this 

basis. Overall, the WHO considered the potential liabilities of including a high 

risk in the ICD-11 to outweigh the benefit, but this may change over time with 

additional research.

KEY POINTS

•	 Schizophrenia and other primary psychotic disorders are characterized by 

a loss of touch with reality (although this is milder in schizotypal disorder). 

These disorders are some of the most disabling in mental health care, and 

early recognition is vital to ensure that the correct treatment pathway is 

identified and to maximize the opportunity to promote recovery.

•	 The ICD-11 includes six categories in the schizophrenia and other primary 

psychotic disorders grouping—namely, schizophrenia, schizoaffective dis­

order, schizotypal disorder, acute and transient psychotic disorder, delu­

sional disorder, and other primary psychotic disorder. The ICD-11 CDDR 

focus on the key clinical aspects useful for identification of each disorder.

•	 In ICD-11, the characteristic symptoms of schizophrenia include (a) per­

sistent delusions; (b) persistent hallucinations; (c) disorganized thinking; 

(d) experiences of influence, passivity, or control (e.g., feeling influenced 

by devices, feeling under control of external force); (e) negative symptoms; 

(f) grossly disorganized behavior; and (g) psychomotor disturbances. Symp­

toms fall into positive and negative symptom profiles and the intensity and 

duration of symptoms are key to understanding the disorder boundaries.

•	 In schizoaffective disorder, symptoms must simultaneously meet the diag­

nostic requirements for schizophrenia and a mood episode (i.e., a moderate 

or severe depressive episode, a manic episode, or a mixed episode) and last 

for at least 1 month.

•	 Psychotic disorders often co-occur with substance use disorders, anxiety 

disorders, and mood disorders. It is important to attend to these diagnoses 

because they can affect treatment success and adherence.

•	 There are different types of predisposing risk factors that make people vul­

nerable to developing a psychotic disorder. These include a significant genetic 

component as well as exposure to significant psychosocial stressors. Vul­

nerability shows up in varying ways, including increased stress sensitivity, 

higher overall arousal and negative affect, neuropsychological impairment, 

and unstable self-esteem that can also be relevant to symptom maintenance.
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•	 Taking a psychological approach to psychosis means contextualizing the 
symptoms to gain an understanding of how they have developed and are 
being maintained.

•	 Assessment from multiple sources, incorporating data from the clinical inter­
view, monitoring of symptoms, and validated questionnaires will help to 
establish the baseline level of symptoms, enabling accurate diagnosis but 
also guiding the formulation and understanding of symptom development, 
which is necessary to derive an evidence-based case conceptualization and 
treatment plan.
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6
Depressive Disorders
Rebeca Robles, Ana Fresán, and José Luis Ayuso-Mateos

OVERARCHING LOGIC

In the 11th revision of the International Classification of Diseases (ICD-11; World 

Health Organization [WHO], 2023b), depressive disorders are part of the broader 

grouping of mood disorders, which also includes bipolar and related disorders. 

The rationale for placing depressive and bipolar disorders together within the 

same superordinate grouping is that marked disturbances in mood or affect  

is the defining feature of both. The shared symptoms and clinical features of 

these two groups of disorders likely reflect overlap in underlying biological 

mechanisms, etiology, and risk factors.

Both groups of mood disorders are defined by the presence or absence and 

pattern over time of four types of mood episodes: depressive, manic, mixed, 

and hypomanic. If an individual has ever experienced a manic, mixed, or hypo­

manic episode, this indicates the presence of a bipolar or related disorder and 

the individual should not be diagnosed with a depressive disorder. A depressive 

episode, like other type of mood episodes, is not a distinct disorder because 

mood disorder diagnoses are conceptualized as longitudinal—that is, they 

account not only for the current clinical presentation (i.e., the current mood 

episode) but also for past mood episodes. For example, a diagnosis of bipolar 

type I disorder, current episode depressive indicates that the individual is cur­

rently experiencing a depressive episode but also has a history of at least one 

manic or mixed episode.

https://doi.org/10.1037/0000392-006
A Psychological Approach to Diagnosis: Using the ICD-11 as a Framework, G. M. Reed,  
P. L.-J. Ritchie, and A. Maercker (Editors)
Copyright © 2024 by the American Psychological Association and the International 
Union of Psychological Science. All rights reserved.
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A person who has experienced one or more depressive episodes but has no 

history of manic, mixed, or hypomanic episodes can be diagnosed with one of 

two main depressive disorder diagnoses depending on the number of depres­

sive episodes they have experienced: (a) single episode depressive disorder if 

the person has only ever had one depressive episode or (b) recurrent depres­

sive disorder if the person has a history of two or more depressive episodes 

(including a current episode) separated by at least several months without sig­

nificant mood disturbance.

There are two additional disorders in the ICD-11 depressive disorders group­

ing that are characterized by depressive symptoms that do not meet the full 

diagnostic requirements for a depressive episode. The diagnosis mixed depres­

sive and anxiety disorder (MDAD), which is common in primary care settings, 

is assigned to individuals exhibiting both depressive and anxiety symptoms 

but not in a sufficiently severe, frequent, or lasting manner to justify the diag­

nosis of either single or recurrent depressive disorder or an anxiety or fear- 

related disorder. The diagnosis of dysthymic disorder is assigned to individuals 

who exhibit persistent depressive symptoms (2 years or more) that are atten­

uated or subthreshold in relation to the diagnostic requirements for a depres­

sive episode, although later in its course, dysthymic disorder may be punctuated 

by periods of more intense depressive symptoms that do meet the diagnostic 

requirements for a depressive episode, in which case both diagnoses are 

assigned (so-called double depression). Finally, the ICD-11 depressive disorders 

grouping includes a cross-referenced category from the ICD-11 chapter on dis­

eases of the genitourinary system: premenstrual dysphoric disorder (PMDD). 

The diagnosis of PMDD may be assigned to women with a distinct characteris­

tic pattern of mood, somatic, and cognitive symptoms that occurs in a specific 

temporal relationship with most of their menstrual cycles.

A PSYCHOLOGICAL APPROACH TO DEPRESSIVE DISORDERS

The three symptom clusters (neurovegetative, affective, and cognitive- 

behavioral) that make up the diagnostic requirements for a depressive episode 

in ICD-11 (WHO, 2024) are congruent with the conceptualization of depression 

in at least two of the main psychological approaches to treatment of depressive 

disorders: the behavioral model and the cognitive model. According to the 

behavioral model of depression, a lack of positive environmental reinforcers 

(such as social recognition after accomplishing a task) is the underlying phe­

nomenon that explains the passivity of depressed individuals. Interventions 

based on this perspective often focus on helping the person to plan systemat­

ically and engage in gratifying activities that produce a sense of personal 

accomplishment or pleasure. This approach, known as behavioral activation, 

has proven to be an effective tool in managing depression, even without med­

ication (Stein et al., 2021).

Another important psychological approach to depression focuses on the 

cognitive symptoms of depressive episodes, specifically what is termed the 
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cognitive triad of depression (Beck et al., 1979). The cognitive triad refers to the 

presence of negative or dysfunctional beliefs about (a) oneself (e.g., beliefs of 

low self-worth or excessive or inappropriate guilt), (b) the world, and (c) the 

future. In particular, negative beliefs about the future are the central compo­

nent of hopelessness, which is not only one of the specific diagnostic elements 

for a depressive episode in the ICD-11 but is also an important predictor of 

suicide risk (McGlinchey et al., 2006). Using cognitive techniques to modify 

these negative or dysfunctional beliefs, usually combined with behavioral acti­

vation in cognitive-behavioral treatment approaches, has proven to be highly 

effective in reducing depressive symptoms compared with treatment with med­

ication alone (Uphoff et al., 2020). This includes significantly reduced levels 

of hopelessness and improvement in self-concept.

The conceptualization of specific clusters of symptoms in the diagnostic 

requirements for depressive episode in the Clinical Descriptions and Diagnostic 

Requirements for ICD-11 Mental, Behavioural and Neurodevelopmental Disorders 

(CDDR; WHO, 2024) allows clinicians to develop individualized profiles for 

targeted psychological interventions. For example, for individuals who present 

markedly diminished interest or pleasure in activities along with reduced ability 

to concentrate and sustain attention, behavioral treatment such as behavioral 

activation may be more effective because certain cognitive strategies may be 

difficult to implement (Cuijpers et al., 2019). Similarly, the profile of cognitive 

symptoms may help determine the need for more intensive treatments such as 

hospitalization, continuous supervision, or additional cautionary measures—for 

example, to prevent suicide attempts (Perini et al., 2019).

Another psychological feature of the CDDR for depressive disorders is the 

incorporation of a dimensional conceptualization of psychopathology, as 

opposed to a purely categorical one. This is implied by the provision of severity 

specifiers for depressive episodes and by the inclusion of attenuated forms of 

depression (dysthymic disorder, MDAD, and PMDD). Another important con­

ceptual feature of the ICD-11 diagnostic formulation for depressive disorders, 

as in other parts of the CDDR, is the consideration of the level of associated 

disability or functional impairment in personal, familial, social, educational, 

occupational, or other important areas of functioning (e.g., participation in 

community and civic life). This is consistent with the biopsychosocial model of 

disability presented in the International Classification of Functioning, Disabil­

ity and Health (ICF; WHO, 2001), which conceptualizes a person’s level of 

functioning as a dynamic interaction among their health conditions, envi­

ronment and context, and personal characteristics.

The ICD-11 CDDR also recognize that in some cases, individuals are able to 

maintain functioning even in the face of substantial clinical depression because 

of personal resources (e.g., a high level of skill or expertise) or particular his­

tories or types of environmental circumstances. The functioning of such 

people with even moderate or severe depression may not be objectively 

impaired to the extent that they may continue to work and maintain their 

relationships, for example, but only with significant additional effort. 

Although there is a positive correlation between the severity of a disorder 

Co
py

rig
ht

 A
m

er
ic

an
 P

sy
ch

ol
og

ic
al

 A
ss

oc
ia

tio
n.

 N
ot

 fo
r 

fu
rt

he
r 

di
st

rib
ut

io
n.



100  Robles, Fresán, and Ayuso-Mateos

and the resulting disability, disability is an outcome of the underlying dis­

order in a given environment, reflected in the activities in which people can 

or cannot engage. On this basis, clinical severity and disability can be ade­

quately distinguished, and both should be addressed as a part of evaluation, 

case conceptualization, and treatment (e.g., via additional psychosocial inter­

ventions specifically designed to improve functioning).

SINGLE EPISODE DEPRESSIVE DISORDER AND RECURRENT 
DEPRESSIVE DISORDER

Presentations and Symptom Patterns

The diagnoses of single episode depressive disorder and recurrent depressive 

disorder is based on the occurrence of one or more than one depressive epi­

sodes, respectively. The diagnostic requirements for a depressive episode  

represent one of comparatively few instances in the CDDR in which precise 

thresholds in symptom counts and duration are required. The 10 symp­

toms that make up the diagnostic features of depressive episodes are organized 

into three clusters: affective (i.e., depressed mood, loss of interest or pleasure), 

cognitive-behavioral (e.g., difficulty concentrating or sustaining attention, beliefs 

of low self-worth, hopelessness about the future), and neurovegetative (sleep 

disruption, appetite disturbance, fatigue). For a depressive episode, at least five 

of the 10 symptoms are required, including at least one symptom from the 

affective cluster. Additionally, symptoms must occur most of the day, nearly 

every day, for a period of at least 2 weeks and result in significant impairment 

in functioning.

Depression, including both single episode and recurrent depressive dis­

orders, is among the most common mental disorders worldwide. The World 

Health Organization (2023a) estimated that 5% of adults around the world 

suffer from depression, and data from many high-income countries indicate 

substantially higher prevalence (e.g., National Institute of Mental Health, 2022). 

Prevalence among women is consistently found to be higher than among 

men. In these statistics, clinical depression is sometimes referred to as major 

depression, the Diagnostic and Statistical Manual term, to distinguish it from sub­

threshold depressive symptoms. ICD-11 separates single episode disorder and 

recurrent depressive disorder because as many as half of people who experi­

ence a depressive episode do not experience another after recovery from it 

(Burcusa & Iocono, 2007). The treatment implications of a single episode are 

substantially different from those of recurrent episodes (e.g., use of prophy­

lactic medication).

Subtypes and Specifiers

To reflect the clinical heterogeneity of single episode and recurrent depressive 

disorders, several specifiers can be applied to describe the relevant features of 
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the clinical presentation or of the course, onset, and pattern of depressive epi­

sodes. These specifiers are not mutually exclusive, and as many may be added 

as apply. Specifiers include the severity of the current episode, whether the 

current episode is persistent (i.e., has been continuously present for 2 or more 

years), and the presence of psychotic symptoms, melancholia, panic attacks, 

other significant anxiety symptoms, and a seasonal pattern of onset and remis­

sion. If the depressive episode is not current but has occurred in the recent 

past, another specifier indicating partial or total remission at time of the eval­

uation may be applied.

Severity and Psychotic Symptoms
Current depressive episodes in the context of single episode or recurrent 

depressive disorder are described according to one of three levels of severity: 

mild, moderate, or severe. The severity of a depressive episode has important 

clinical implications (e.g., consideration of medication as a part of treatment). 

Severity level is established by considering the number and intensity of symp­

toms and the resulting degree of functional impairment.

In a mild depressive episode, none of the symptoms should be present to an 

intense degree, and there are no delusions or hallucinations. The individual 

is usually distressed by the symptoms and has some difficulty continuing to 

function in personal, familial, social, educational, occupational, and other 

important domains. In a moderate depressive episode, several symptoms are 

present to a marked degree, or a large number of depressive symptoms of 

lesser severity are present overall. The individual typically has considerable 

difficulty functioning in personal, familial, social, educational, occupational, 

and other important domains. In a severe depressive episode, many or most 

symptoms of a depressive episode are present to a marked degree, or a smaller 

number of symptoms are manifest to an intense degree. The individual has 

serious difficulty continuing to function in most domains (personal, family, 

social, educational, occupational, or other important domains).

Psychotic symptoms can be a part of the presentation of depressive epi­

sodes, and their presence has major clinical implications. In ICD-11, specifiers 

for “with psychotic symptoms” or “without psychotic symptoms” are applied 

to both moderate and severe depressive episodes. In the 10th revision of the 

ICD (ICD-10), psychotic symptoms were considered as only occurring in severe 

cases of depression, but more recent evidence suggests that they can occur at 

varying levels of severity (Dubovsky et al., 2021). The psychotic symptoms 

specifier in moderate and severe depressive episodes encompasses only delu­

sions and hallucinations and does not include other types of psychotic symp­

toms (e.g., disorganized thinking or behavior that would be more suggestive 

of schizophrenia or schizoaffective disorder). Delusions during depressive epi­

sodes are commonly persecutory or self-referential (i.e., the conviction that 

strangers are talking about the individual). However, delusions of guilt, pov­

erty, impending disaster, or other delusions focused on the body (e.g., being 

completely convinced there is something medically, physically, or biologically 

wrong with one’s body) can also occur. Hallucinations in moderate or severe 
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depressive episodes are more commonly auditory than visual or olfactory. 

Psychotic symptoms can vary in intensity over the course of a depressive epi­

sode or even over the course of the day. Careful assessment of potential psy­

chotic symptoms is important because individuals experiencing a depressive 

episode are often reluctant to report them.

Persistent Symptoms and Remission
A specifier is also provided to document the presence of a “persistent” depres­

sive episode, in which the diagnostic requirements for a depressive episode 

are currently met and have been met continuously for at least the past 2 years. 

Conversely, a specifier for “in partial remission” indicates that the full diag­

nostic requirements for a depressive episode are no longer met but that some 

significant mood symptoms remain, and a specifier for “in full remission” 

indicates that are no longer any significant mood symptoms after a depressive 

episode. Consideration of persistent and remission presentations in single epi­

sode and recurrent depressive disorders can assist clinicians in assessment, 

treatment selection, evaluation of progress, and determination of prognosis. 

However, it should be noted that even though an individual may be in partial 

or full remission in terms of depressive symptoms, they still may not have 

achieved a level of functioning or well-being similar to what they had expe­

rienced before the depressive episode.

Additional Specifiers Describing Symptomatic and Course 
Presentations
ICD-11 allows the use of six other symptomatic and course specifiers to describe 

the individual’s specific clinical presentation of single episode or recurrent 

depressive disorder. Multiple specifiers can be applied to as appropriate. These 

specifiers include (a) “with prominent anxiety symptoms,” when clinically sig­

nificant anxiety symptoms have been present for most of the time during the 

episode; (b) “with panic attacks,” when panic attacks have been present during 

the past month and occurred specifically in response to depressive rumina­

tions or other anxiety-provoking depressive cognitions; (c) “with melancho­

lia,” in which several of the following symptoms have occurred during the 

worst period of the current episode: anhedonia, lack of emotional reactivity, 

terminal insomnia, depressive symptoms worse in the morning, marked psy­

chomotor retardation or agitation, and/or marked loss of appetite or loss of 

weight; and (d) “with seasonal pattern,” which is applied to a recurrent depres­

sive disorder if there has been a regular seasonal pattern of onset and remis­

sion of a substantial majority of depressive episodes that is not predominantly 

related to a psychological stress that regularly occurs during a particular season 

(e.g., seasonal unemployment). In cases where the onset of a depressive epi­

sode occurs during pregnancy or within about 6 weeks after delivery, a diag­

nosis of mental or behavioral disorders associated with pregnancy, childbirth, 

or the puerperium should be assigned in addition to the applicable depressive 

disorder diagnosis, using the appropriate category to indicate the presence or 

absence of psychotic symptoms.
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These specifiers are all important for a comprehensive case conceptualiza­

tion and formulation of a treatment plan. For example, for an individual with 

a perinatal episode of depression, adaptations should be incorporated in both 

cognitive therapy and interpersonal therapy for depression, social support 

during pregnancy and the postnatal period should be offered, and special ses­

sions aimed at processing a difficult or traumatic birth experience should be 

incorporated into therapy if this has been a part of the individual’s experience 

(National Institute for Health and Care Excellence, 2020).

DIFFERENTIAL DIAGNOSIS

In addition to the distinction between single episode or recurrent depressive 

disorder from other depressive disorders, which are discussed in later sections 

of this chapter focusing on those disorders, other important differential diag­

noses include the following.

Bereavement and Prolonged Grief Disorder
In diagnosing single episode or recurrent depressive disorder, the symptoms 

of a depressive episode should not be better accounted for by bereavement. 

That is, normal grief symptoms should not be interpreted as indicating a 

depressive episode if the individual has experienced the death of a loved one 

within the past 6 months, or longer depending on what is considered norma­

tive grieving within the individual’s religious and cultural context. Depressive 

symptoms during bereavement do not indicate a subsequent greater risk of 

depressive episode in individuals who have not previously experienced them 

(Wakefield & First, 2012). However, a depressive episode can be superimposed 

on normal grief, particularly in individuals with a prior history of a depressive 

or bipolar disorder. The CDDR indicate that the possibility of a depressive 

episode during bereavement is suggested by persistence of constant depres­

sive symptoms a month or more following the loss without periods of posi­

tive mood or enjoyment of activities, severe depressive symptoms such as 

extreme beliefs of low self-worth or guilt that are not related to the lost 

loved one, the presence of psychotic symptoms, suicidal ideation, or psycho­

motor retardation.

Prolonged grief disorder may also share symptoms of a depressive episode, 

such as sadness, loss of interest, guilt, withdrawal, or suicidal ideation. How­

ever, in prolonged grief disorder, these symptoms are specifically focused on 

the loss of the loved one, whereas in depressive disorders, the depressive 

thoughts and emotional reactions typically encompass multiple areas of life. 

Prolonged grief disorder also includes some features that are not characteristic 

of a depressive episode, such as difficulty accepting the loss or feeling bitter or 

angry about the loss. As with normal bereavement, the timing of the onset of 

the depressive symptoms in relation to the loss should be considered, as well 

as whether there is a prior history of depressive episodes.
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Bipolar and Related Disorders
Depressive episodes occur in the context of bipolar type I and bipolar type II 

disorders. Single episode and recurrent depressive disorder are distinguished 

from these disorders by the absence of a history of manic or mixed episodes, 

which indicate the presence of bipolar type I disorder, or hypomanic episodes 

indicating the presence of bipolar type II disorder. Cyclothymic disorder is 

characterized by persistent mood instability including numerous hypomanic 

and depressive periods, but depressive symptoms are not numerous or long- 

lasting enough to meet the diagnostic requirements for a depressive episode.

Anxiety and Fear-Related Disorders
Given their high rate of co-occurrence, another major differential diagnosis 

for single episode and recurrent depressive disorder is with anxiety and fear- 

related disorders. Generally, there are two possible scenarios. The first is when 

the diagnostic requirements for a depressive disorder are met, but the indi­

vidual also presents with panic attacks or other anxiety symptoms that do not 

meet the diagnostic requirement for a separate anxiety or fear-related disorder.  

In this case, the specifiers “with panic attacks” or “with prominent anxiety 

symptoms,” as appropriate, should be applied to the depressive disorder diag­

nosis. The second is when the diagnostic requirements for a depressive episode 

are met but the individual also presents with anxiety symptoms (including 

panic attacks) that do meet the diagnostic requirements for an anxiety or fear- 

related disorder, in which case both diagnoses may be assigned as long as the 

anxiety symptoms have at times appeared outside of depressive episodes.

Schizophrenia and Other Primary Psychotic Disorders
There are at four main scenarios when considering the boundary between 

depressive and psychotic symptoms: (a) When the psychotic symptoms only 

occur during moderate or severe depressive episodes, the “with psychotic 

symptoms” specifier should be applied to the single episode or recurrent 

depressive disorder diagnosis; (b) when an individual who meets the diagnos­

tic requirements for schizophrenia or other primary psychotic disorder expe­

riences significant depressive symptoms during psychotic episodes that do not 

meet the diagnostic requirements for a depressive episode, this should be 

reflected in the rating for the specifier for “depressive mood symptoms” applied 

to the primary psychotic disorder diagnosis; (c) when all diagnostic require­

ments for both a depressive episode and schizophrenia are present concur­

rently, or within a few days of each other, schizoaffective disorder is the 

appropriate diagnosis; and (d) when all diagnostic requirements for a depressive 

episode are met and the person has preexisting diagnosis of schizophrenia or 

other primary psychotic disorder but does not currently meet the diagnostic 

requirements for that disorder, an additional diagnosis of single or recurrent 

depressive disorder may be assigned.

There are several other disorders that should be considered in the differ­

ential diagnosis for single or recurrent depressive disorder, especially in chil­

dren and adolescents. Adjustment disorder is characterized by a maladaptive 
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reaction to identifiable psychosocial stressors that may include depressive 

symptoms, but symptoms are not sufficient in number or severity to meet the 

requirements for a depressive episode. Oppositional defiant disorder can 

co-occur with mood disorders. However, it is also common for children and 

adolescents to appear to be noncompliant as a result of diminished interest 

or pleasure in activities, difficulty concentrating, hopelessness, psychomotor 

retardation, or reduced energy, as well as to present with symptoms of irrita­

bility as part of a mood disorder. Attention deficit hyperactivity disorder is 

characterized by problems with attention and concentration that persist over 

time and are not temporally linked to changes in mood.

The differential between depressive disorders and neurocognitive disorders 

is particularly important in older adults. The clinician should consider the pos­

sibility that memory difficulties and other cognitive symptoms are explained 

by single episode or recurrent depressive disorder. If these symptoms occur 

during a depressive episode, it is generally important to treat the depressive dis­

order and to reassess memory difficulties and other cognitive symptoms after 

depressive symptoms have remitted before assigning a diagnosis of dementia 

or other neurocognitive disorder. However, a depressive episode can be diag­

nosed together with dementia or another neurocognitive disorder when it is 

well documented that the memory difficulties and other cognitive symptoms 

substantially predated or occur outside of depressive episodes.

OTHER DEPRESSIVE DISORDERS

Dysthymic Disorder

Dysthymic disorder is conceptualized as a chronic form of mood disorder that 

involves the persistent presentation of attenuated depressive symptoms (i.e., 

more than 2 years without a clear return to normal mood). During the first 

2 years of the disorder, and most of the time thereafter, depressive symptoms 

are not sufficient in number and duration to meet the full diagnostic require­

ments for a depressive episode. Later in the course of the disorder, depressive 

episodes may be superimposed on dysthymic disorder, and most people with 

dysthymia develop at least one diagnosable depressive episode during their 

lifetime (Klein et al., 2000).

In dysthymic disorder, attenuated depressive symptoms most commonly 

involve depressed mood, lack of interest or excitement, low self-worth, pessi­

mism, and hopelessness. Importantly, recurrent thoughts of death, suicidal 

ideation, and suicide attempts are more common in this population than 

those with single episode or recurrent depressive disorder (Klein et al., 2000). 

Therefore, suicide risk should be carefully and regularly evaluated, especially 

when “double depression” is present and feelings of hopelessness intensify 

(Joiner et al., 2007). More than half of those who have been treated for dys­

thymic disorder continued to experience suicidal ideation for years afterward 

(Young et al., 2008).

Co
py

rig
ht

 A
m

er
ic

an
 P

sy
ch

ol
og

ic
al

 A
ss

oc
ia

tio
n.

 N
ot

 fo
r 

fu
rt

he
r 

di
st

rib
ut

io
n.



106  Robles, Fresán, and Ayuso-Mateos

Differential Diagnosis
Dysthymic disorder should be distinguished from normal sadness or discour­

agement in response to adverse life events and problems. Several other com­

mon conditions should be considered in the differential diagnosis. A diagnosis 

of a bipolar or related disorders is appropriate when an individual presents 

with a pattern of depressive symptoms that resembles dysthymic disorder but 

also has a history of manic, mixed, or hypomanic episodes. Individuals with 

generalized anxiety disorder focus on potentially negative outcomes that could 

occur in a variety of aspects in daily life, such as family, finances, and work, 

which may resemble some of the negative cognitions seen in dysthymic dis­

order and other depressive disorders, but they do not exhibit chronic low mood 

or loss of interest or pleasure. In substance-induced mood disorder, a chronic or  

episodic depressive syndrome may occur as a result of the effect of a substance or 

medication on the central nervous system (e.g., benzodiazepines), including 

withdrawal effects (e.g., from stimulants). In secondary mood syndrome, the 

chronic depressive syndrome is a manifestation of another medical condition 

(e.g., hypothyroidism). Certain maladaptive patterns of emotional experience 

in personality disorder may resemble some symptoms of dysthymic disorder 

(e.g., indecisiveness, low self-worth or excessive guilt, social isolation, limited 

capacity for self-direction), particularly when traits of negative affectivity, 

anankastia, or detachment are present, but chronic low mood and loss of 

interest or pleasure are not features of personality disorder.

Mixed Depressive and Anxiety Disorder

Individuals with MDAD report a mixture of depressive and anxiety symptoms 

that are subsyndromal in the sense that neither set of symptoms is sufficient 

in themselves to meet the diagnostic requirements for a depressive episode or 

for an anxiety or fear-related disorder. In primary care settings, where MDAD 

is more common than in mental health specialty settings, individuals present­

ing for care are more likely to complain of somatic symptoms (e.g., back pain, 

chest pain, heart palpitations, problems with sleep or appetite, and fatigue) 

than psychological ones (Goldberg et al., 2016).

Although individuals with MDAD present with subsyndromal symptoms 

of anxiety and depression, their levels of distress and disability, as well as the 

negative impact on their health and quality of life, are often similar to those 

of individuals who meet the full diagnostic requirements for single episode or 

recurrent depressive disorder (Das-Munshi et al., 2008). Moreover, individuals 

with MDAD are at a high risk of developing a depressive disorder within the 

next year, and more than 10% of people with MDAD have reported a lifetime 

suicide attempt (Das-Munshi et al., 2008).

Differential Diagnosis
Given that MDAD is characterized by subthreshold depressive and anxiety 

symptoms, it is important to consider its boundary with normality. To this 

end, the ICD-11 CDDR indicate that if worry or overconcern is the only anxiety  
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symptom and no other sympathetic autonomic or other anxiety symptoms 

are present, the diagnosis of a MDAD is not appropriate. MDAD is one of 

four clinical diagnoses reflecting the frequent co-occurrence of depressive and 

anxiety symptoms. The other three diagnoses to consider for people with 

co-occurring depressive and anxiety symptoms include (a) single episode or 

recurrent depressive disorder, using the specifier “with prominent anxiety 

symptoms” or “with panic attacks” (or both) as appropriate; (b) an anxiety or 

fear-related disorder, if a person meets criteria for an anxiety disorder with 

subsyndromal levels of depressive symptoms; and (c) a co-occurring depres­

sive disorder and anxiety or fear-related a depressive disorder, if the presen­

tation meets the full diagnostic requirements of both. Another important 

differentiation is between MDAD and adjustment disorder. Both may be asso­

ciated with similar depressive and anxiety symptoms, but if the onset of these 

symptoms occurs in close association with significant life changes or stressful 

life events, a diagnosis of adjustment disorder is often more appropriate.

Premenstrual Dysphoric Disorder

PMDD is a syndrome characterized by moderate to severe mood, somatic, and 

cognitive symptoms that consistently begin several days before the onset of 

menses and start to improve within a few days after the onset of menses 

(Pearlstein et al., 2005). PMDD is classified in the grouping of female pelvic 

pain associated with genital organs or menstrual cycle in the chapter on dis­

eases of the genitourinary system (i.e., it is not considered a mental disorder). 

It is cross-listed in the grouping of depressive disorders because of the promi­

nence of similar symptoms. PMDD mood symptoms may include depressed 

mood, anger/irritability, anxiety/tension, and mood swings. Frequent somatic 

symptoms are lethargy, joint pain, and overeating. The most common cogni­

tive symptoms are concentration difficulties and forgetfulness. The symptoms 

do not represent the exacerbation of another mental disorder and result in 

significant distress or significant impairment in personal, family, social, edu­

cational, occupational, or other important areas of functioning. To qualify for 

a diagnosis of PMDD, the nature and timing of the symptoms must character­

ize a majority of the woman’s menstrual cycles within the past year. The 

temporal relationship of the symptoms and luteal and menstrual phases of 

the cycle should be confirmed by a prospective symptom diary over at least 

two symptomatic menstrual cycles.

Differential Diagnosis
Many women experience mild mood changes (e.g., increased emotional lability, 

irritability, subjective tension) during the late luteal or menstrual phase of the 

cycle that do not typically cause significant distress or have significant effects 

on functioning. These experiences should not be labeled as PMDD, which is 

characterized by considerably more severe symptoms that cause significant 

distress or disability. PMDD generally involves mood symptoms, such as 

depressive or irritable mood or mood lability and may also involve symptoms 
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of anxiety. However, PMDD is distinguished from mood disorders and anxiety  

and fear-related disorders in that the symptoms occur in a specific relation­

ship to the luteal and menstrual phases of the cycle, with symptoms typically 

absent by 1-week postmenses. However, it is also possible for PMDD to be 

superimposed on a mood disorder or anxiety or fear-related disorder, in which 

case, both diagnoses may be assigned. In addition, certain medical conditions 

(e.g., endometriosis, polycystic ovary disease, adrenal system disorders such 

as hyperprolactinemia, dysmenorrhea) can cause pain preceding or accom­

panying menstruation that interferes with daily activities and may be associ­

ated with mood changes due to pain. Use of hormone treatments, including 

for contraceptive purposes, may result in unwanted side effects that include 

mood, somatic, and cognitive symptoms. If symptoms are absent after cessa­

tion of these medications and after the period during which they still may 

have physiological effects, a diagnosis of PMDD should not be assigned.

DEVELOPMENTAL COURSE OF DEPRESSIVE DISORDERS

The presentation of depressive disorders varies according to the developmental 

stage of the individual. In young children, depressed mood may present as 

somatic complaints (e.g., headaches, stomachaches), whining or excessive 

crying, or increased separation anxiety. Suicidal ideation may be communi­

cated through more indirect or passive statements (e.g., “I don’t want to be 

here anymore”) or as themes of death during play. In adolescents, depressed 

mood may present as pervasive irritability, and suicidality may be communi­

cated more directly with statements regarding a desire to die. Cognitive symp­

toms of depression can manifest in a child or adolescent’s academic performance 

declining significantly, taking longer to complete or being unable complete 

school assignments, or decreased ability to concentrate or sustain attention. 

In children and adolescents, changes in appetite may lead to a failure to gain 

weight as expected for their age and stage of development rather than weight 

loss. In addition, hyperphagia (i.e., abnormally increased consumption of food) 

and hypersomnia (i.e., excessive time spent sleeping or excessive sleepiness) 

are more common in adolescents than in adults. In all cases, symptoms of a 

depressive episode should represent a change from previous functioning.

In childhood, depressive episodes that meet the full diagnostic require­

ments are relatively rare and occur with similar frequency among gender 

groups. During adolescence, however, single episode and recurrent depressive 

disorders are among the most frequent mental disorders, with females approx­

imately twice as likely as males to experience a depressive episode. Earlier age 

of onset of depressive disorders is associated with a longer and more chronic 

course. For an adolescent, having a depressive disorder can substantially inter­

fere with social, cognitive, and emotional development and limit their ability 

to make important life decisions (Berenzon et al., 2013). It is important to bear 

in mind that individuals with bipolar disorders often present initially with one 
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or more depressive episode during adolescence. Factors associated with an 

increased risk of developing bipolar disorder include earlier age at onset of 

depressive episodes, a family history of bipolar disorders, and the presence of 

psychotic symptoms.

The onset of a depressive disorder between approximately the ages of 45 

and 65 often suggests a prominent medical cause or comorbidity. In adults 

aged 65 or older, the prevalence of depressive disorders increases. As people 

age, there may be age-related psychosocial stressors that contribute to depres­

sive symptoms, including role changes due to retirement (e.g., transition from 

actively working for several hours a day to being unemployed and primarily 

engaging in domestic activities) and disability associated with chronic illnesses 

(e.g., reduced mobility). However, depressive disorders among older adults 

are often misdiagnosed and undertreated. Relatives and carers may mistake an 

older adult’s symptoms of depression as a reaction to life changes that occur 

with age or as being due to comorbid medical conditions. Cognitive changes 

due to depression are frequently attributed to age-associated cognitive decline 

or to a neurocognitive disorder and not investigated further.

ASSESSMENT

Assessment and treatment planning for individuals with a depressive disorder 

needs to consider factors beyond the diagnostic requirements for their disorder 

because these are not homogeneous entities (Maj, 2018). A complete eval­

uation should include (a) symptom profile and severity, (b) clinical staging, 

(c) neurocognition, (d) functioning and quality of life, (e) personality traits, 

(f) a history of present and past syndromes and disorders including previous 

treatments and response, (g) physical comorbidities and general medical his­

tory, (h) family history, (i) protective and risk factors, and (j) previous and 

current environmental exposures (Maj et al., 2020). This should be considered 

as only the first phase of a continuous process of evaluation of an individual 

with depression.

It is important to highlight that the symptoms included in the diagnostic 

requirements for ICD-11 may not cover the entire spectrum of depressive symp­

toms because many of them, although they are frequent among individuals 

with depressive disorders, do not adequately distinguish between depressive 

disorders and other mental disorders or medical conditions. Broader, personal­

ized assessment of individuals with depression will enhance personalized man­

agement and treatment, increasing the likelihood of successful treatment 

outcomes (Reynolds, 2020). The evaluation process can be facilitated by inte­

grating clinician- and/or self-administered rating scales, which tend to assess a 

broader range of depressive symptoms (Fried, 2017), in the initial evaluation 

and ongoing phases of treatment. The most commonly used rating scales are 

the clinician-administered Hamilton Rating Scale for Depression (Hamilton, 

1960) and Montgomery–Asberg Depression Rating Scale (Montgomery & 
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Asberg, 1979), as well as the self-administered Patient Health Questionnaire 

(PHQ-9; Kroenke et al., 2001), Beck Depression Inventory (Beck et al., 1961), 

and the Center for Epidemiological Studies Depression scale (Radloff, 1977).

Additionally, depending on the psychological intervention approach, eval­

uation of additional specific psychological and behavioral domains may be 

important to assist with individual treatment planning and monitoring. For 

example, if cognitive behavioral therapy is being used as an intervention, it 

may be important to continuously assess the individual’s automatic thoughts 

and experience of enjoyable or achievement activities. The main tool used to 

identify personal negative thoughts is the automatic thought record, which 

includes a column specifying the situation in which specific negative emotions 

were experienced. These negative emotions are registered and rated for inten­

sity in a 0 to 100 scale in a second column. Then, a third includes related 

behaviors and physical reactions, and in the last column, all automatic thoughts 

or images should be recorded. During treatment, additional columns may be 

added, such as evidence for automatic thoughts, evidence against automatic 

thoughts, balanced thoughts and type and rate of current emotions. In the 

case of behavioral interventions, the use of self-recordings is also common. For 

example, a record of each activity in a person’s day may be kept hour by hour, 

rating each from 0 to 10 for pleasure (indicating how enjoyable the activity 

was) and mastery (indicating how much of an achievement the activity was; 

Gautam et al., 2020). There are also valid and reliable measures of cognitive 

components of depression that could be useful for evaluation purposes. For 

example, the depression subscale of the Cognition Checklist (Beck et al., 1987) 

rates the presence of negative views of depressed individuals about themselves, 

the world, and the future, as well as level of hopelessness.

Comorbidity of Depressive Disorders and Medical Conditions

Depressive disorders are highly comorbid with medical illnesses, particularly 

chronic and systemic diseases. For example, studies have observed that diag­

nosable depressive episodes are present in 15% to 25% of individuals with 

cancer, 15% to 23% of those with coronary heart disease, 25% to 60% of 

those with chronic pain, and 31% to 80% of those with multiple sclerosis 

(Thom et al., 2019). Although not completely understood, the relationship 

between depression and medical illnesses is clearly bidirectional given the 

direct effects on depression on many physiological parameters, which can 

have effects on organ systems through a variety of mechanisms (e.g., increased 

inflammation, disruption of endocrine function). Research across multiple 

medical conditions has demonstrated that comorbid depressive disorders result 

in poorer health outcomes and increased mortality among medical popula­

tions and therefore require swift detection and treatment. On the basis of their 

review, Thom et al. (2019) concluded that the diagnostic requirements for 

depressive episodes should not be altered in medical and surgical populations, 

despite the acknowledged overlap between symptoms of many medical illnesses 

and the neurovegetative symptoms of depressive episode. Among hospitalized 

Co
py

rig
ht

 A
m

er
ic

an
 P

sy
ch

ol
og

ic
al

 A
ss

oc
ia

tio
n.

 N
ot

 fo
r 

fu
rt

he
r 

di
st

rib
ut

io
n.



Depressive Disorders  111

medical patients, the differential diagnosis of depressive disorders with delirium  

is particularly important and commonly made incorrectly by nonspecialists 

(Farrell & Ganzini, 1995).

Cultural Considerations in Depressive Disorders

There appears to be considerable cultural variation in the reporting of depres­

sive symptoms that is partly related to variations in their cultural salience. For 

example, in some cultures, psychological symptoms (e.g., sadness, emotional 

numbness, rumination, decreased pleasure) are less important, whereas moral 

or relational issues (e.g., guilt, worthlessness, lack of productivity, failure in 

responsibilities to others) or somatic aspects may be emphasized. In particu­

lar, a focus on bodily symptoms (e.g., pain, fatigue, weakness) in the experi­

ence and reporting of depression has been observed in a variety of cultural 

contexts (e.g., Muñoz et al., 2005). Symptoms attributed to cultural concepts 

of distress may also complicate the assessment of depression. The CDDR cite 

cultural concepts including pain in the heart and aching heart, soul loss, com­

plaints related to “nerves,” and heat inside the body that different cultural 

groups use as a framework for understanding and reporting depressive symp­

toms that will be missed if the clinician does not understand their cultural 

significance.

Gender Considerations in Depressive Disorders

Epidemiological studies worldwide suggest that there are considerable differ­

ences in the prevalence and presentation of depression by gender. Women are 

more than twice as likely to be diagnosed with depression than men (Albert, 

2015), which suggests that gender-related psychosocial and biological features 

may increase women’s susceptibility. Women’s prescribed social roles in many 

cultures may lead to stress, disadvantaged social status, and victimization (Albert, 

2015). Moreover, women’s hormonal fluctuations may impact neurological 

systems that mediate depressive states, especially around key reproductive events 

such as puberty, pregnancy, postpartum, and menopause (Lombardo et al., 

2021). Other gender-specific differences reported for depression include the 

tendency of males to present with irritability rather than sadness (Pollack, 

1998), and the higher frequency of women reporting anxiety and less common 

symptoms, such as mood reactivity, increased sleep or hypersomnia, increased 

appetite or hyperphagia, and weight gain (Posternak & Zimmerman, 2001).

Additionally, it has been suggested that depression in women is more severe 

(Cavanagh et al., 2017) and associated with a greater functional impairment 

(Lopez Molina et al., 2014). However, depressive symptoms may be under­

reported by men due to psychosocial barriers common in many cultures that 

discourage help-seeking (e.g., the belief that a man should not cry or com­

plain). Depression among males may also present behaviorally rather than 

verbally, through risk-taking behaviors and substance use that may exacerbate 

their symptoms and further jeopardize their health. Co-occurring disorders 
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due to substance use are twice as common among men than among women 

with depressive disorders (Cavanagh et al., 2017).

Gender differences have also been reported in the response to antidepressant 

treatments, in terms of both efficacy and safety (i.e., risk for adverse effects; 

Keers & Aitchison, 2010). In addition, the presence of estrogen in women of 

childbearing age may interfere with the mechanism of action of several anti­

depressants, and the potential effects of antidepressant exposure in utero and 

in breast milk further complicate pharmacological treatment options for women 

with perinatal depression.

KEY POINTS

•	 The ICD-11 provides four main diagnoses of depressive disorders: single epi­

sode depressive disorder, recurrent depressive disorder, dysthymic disorder, 

and mixed depressive and anxiety disorder, representing the continuum 

of psychopathological manifestations of depressive symptoms. In addi­

tion, the category of premenstrual dysphoric disorder, which has important 

depressive features, is cross-listed from the ICD-11 chapter on diseases of the 

genitourinary system.

•	 The ICD-11 includes seven possible specifiers to better describe clinical presen­

tations in single episode and recurrent depressive disorders. Specifiers include 

the severity of the current depressive episode (mild, moderate, or severe), 

whether the current episode is persistent (i.e., has been continuously present 

for 2 or years), as well as the presence of psychotic symptoms, melancholia, 

panic attacks, other significant anxiety symptoms, and a seasonal pattern of 

onset and remission. An additional code is used to indicate that depressive 

episodes occur during pregnancy or perinatally. If the depressive episode is 

not current but rather has occurred in the recent past, another specifier indi­

cating partial or total remission at time of the evaluation may be applied.

•	 Clinical presentation of depressive disorders varies according to develop­

mental stage, particularly the manifestations of depressed mood, suicidality, 

and cognitive symptoms. In all cases, symptoms must represent a change 

from the individual’s previous functioning.

•	 Depressive disorders are more frequent and more often atypical in presen­

tation among women than men. Hormonal fluctuations associated with 

the menstrual cycle, pregnancy, childbirth, and menopause may mark 

periods of increased risk of a depressive episode and should be taken into 

account when planning clinical interventions.
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7
Bipolar and Related Disorders
Thomas D. Meyer, Tania Perich, Steven H. Jones, and Tatia M. C. Lee

OVERARCHING LOGIC

In the 11th revision of the International Classification of Diseases (ICD-11; World 

Health Organization [WHO], 2023), bipolar and related disorders (i.e., bipolar 

type I disorder, bipolar type II disorder, and cyclothymic disorder) are grouped 

together with depressive disorders in an overarching grouping of mood dis­

orders. The ICD-11 emphasizes that individual mood episodes—depressive, 

manic, hypomanic, and mixed episodes—represent specific clinical phenomena 

that can be present in the context of a variety of disorders but are not inde­

pendently diagnosable entities. For example, a depressive episode can occur in 

the context of a depressive disorder, a bipolar type I or type II disorder, or a 

schizoaffective disorder. All four types of mood episode can occur in bipolar 

disorders. By combining depressive disorders and bipolar and related disorders 

in an overarching grouping of mood disorders, the ICD-11 draws attention to 

the commonalities among them.

It is essential to view bipolar disorders from a longitudinal perspective that 

takes into account the pattern of mood episodes over time. Because depres­

sive episodes are addressed in Chapter 6 of this volume, this chapter focuses 

more on manic, hypomanic, and mixed episodes. We sometimes refer to mania 

and hypomania collectively as “(hypo)mania,” despite their differences in 

impairment and severity, because there is substantial overlap in their symp­

toms and the processes underlying both are similar from a biopsychosocial 

https://doi.org/10.1037/0000392-007
A Psychological Approach to Diagnosis: Using the ICD-11 as a Framework, G. M. Reed,  
P. L.-J. Ritchie, and A. Maercker (Editors)
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perspective. This is also true of mixed episodes, which have both (hypo)manic 

and depressive features. However, each of these three types of mood episodes 

has unique correlates and treatment implications.

The diagnosis of bipolar type I disorder is based on the presence or history of 

at least one manic or mixed episode and the diagnosis of bipolar type II disorder 

requires the presence or history of at least one hypomanic disorder and at least 

one depressive episode (WHO, 2024). Bipolar disorders are substantially less 

common than depressive disorders; global lifetime prevalence is estimated be 

between 0.6% and 1.5% (Ferrari et al., 2016; Merikangas et al., 2011). At the 

same time, bipolar disorders are substantially disabling due to their severity and 

chronicity and the infrequency of their complete remission. Among mental and 

substance use disorders they are the fifth leading cause of disability (Ferrari 

et al., 2016). They are associated with a loss of approximately 10 to 20 potential 

years of life, partly because people with bipolar disorders die by suicide more 

frequently than people with any other mental disorder (McIntyre et al., 2020).

Although bipolar disorders are defined based on the presence of (hypo)mania, 

it is important to keep in mind that in most clinical cases of bipolar disorder, 

depressive episodes are actually the predominant aspect of the individual’s 

experience. Individuals with bipolar type I and type II disorder can spend up 

to 50% and 32% of their time, respectively, in a depressive episode (Goodwin 

& Jamison, 2007). For this reason, depression has a significant effect on many 

aspects of the lives of people with bipolar disorder, such as their interpersonal 

relationships, employment, and overall quality of life. Only about 20% of 

individuals with bipolar type I disorder have no history of clinically relevant 

depressive episodes at the time of diagnosis, and the great majority of these 

will experience depressive episodes over time.

This chapter provides an integrative formulation of bipolar and related dis­

orders by focusing on two levels of analysis: (a) the nature of single and recur­

rent mood episodes in bipolar disorders (i.e., depressive, manic, hypomanic, and 

mixed episodes) and (b) their longitudinal course.

A PSYCHOLOGICAL APPROACH TO BIPOLAR DISORDERS

It is universally acknowledged that the etiology of bipolar disorders is strongly 

neurobiological. The heritability of bipolar disorders is estimated at 70%, and 

first-line treatments are pharmacological (McIntyre et al., 2020). At the same 

time, pharmacological treatments alone are typically insufficient to achieve 

complete syndromal recovery and desirable quality of life from the perspective 

of people living with bipolar disorders (Murray et al., 2017), and there is evi­

dence of superior outcomes when evidence-based psychosocial treatments are 

integrated into care (National Collaborating Centre for Mental Health, 2014). 

Areas in which psychosocial treatments can make a specific contribution 

include cognitive, occupational, and functional remediation (e.g., neurocognitive 

training, psychoeducation, and problem-solving), health-related behaviors (e.g., 

smoking, sleep, exercise, diet), adverse and traumatic childhood experiences, 
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treatment of co-occurring disorders (e.g., anxiety or fear-related disorders, dis­

orders due to substance use, personality disorder), suicidality, and internalized 

stigma (McIntyre et al., 2022).

Psychological models of bipolar disorders are helpful in conceptualizing 

the emotional and behavioral processes and deficits involved in mood epi­

sodes as well as the course of the disorder as a whole. There are two distinct 

psychological models of bipolar disorders that are relatively well studied. The 

first is behavioral activation system (BAS) dysregulation theory (e.g., Depue 

& Iacono, 1989; Urošević et al., 2008), and the second is the integrative cog­

nitive model of bipolar disorders (Mansell et al., 2007).

BAS dysregulation theory predominantly focuses on (hypo)manic epi­

sodes in individuals with bipolar disorders. The BAS has its neural substrate 

in the nucleus accumbens and regulates motivation and goal-directed behav­

ior (Alloy et al., 2015; Johnson et al., 2012). There are individual differences 

in how easily this system is activated. According to the theory, persons with 

bipolar disorder are overly sensitive and reactive to goal- and reward-relevant 

stimuli, which leads to excessive approach-related and reward motivation, 

which in turn precipitates (hypo)manic symptoms. There is substantial evi­

dence that approach and reward mechanisms play an important role in the 

development of manic symptoms (Alloy et  al., 2015; Ironside et  al., 2020; 

Scott et al., 2017). Several feedback loops make it more likely that the behav­

ioral sequence will escalate and symptoms intensify.

From a psychological perspective, this activation would depend on the 

external or internal stimuli present, and the types of anticipated rewards that 

lead to the initiation and maintenance of (hypo)manic behaviors. One class of 

events that appears especially relevant to bipolar disorders is the achievement 

of personally meaningful goals (e.g., graduating from college, promotion at 

work), which have been shown to increases the risk of (hypo)mania in vulner­

able individuals (Johnson et al., 2012; Lex et al., 2017). Even when in a normal 

(euthymic) mood state, individuals with bipolar disorders commonly hold 

highly ambitious goals and may not disclose these to others for fear of sounding 

grandiose. Further, risk for bipolar disorders seems to be associated with a 

strong tendency to react impulsively when positive emotions are experienced.

A criticism of the BAS dysregulation model of bipolar disorders has been 

that it does a better job of explaining the development and maintenance of 

(hypo)manic symptoms than recurrent depressive episodes (Koenders et al., 

2020). According to the integrative cognitive model (Mansell et al., 2007), 

both depressive and (hypo)manic mood symptoms can be explained by the 

extreme negative and positive appraisals of internal affective fluctuations. For 

example, a person could make an extreme positive appraisal about an acti­

vated state (e.g., “I have so much energy, I am the best I have ever been”) or 

an extreme negative appraisal (e.g., “I am losing control of myself, and some­

thing terrible is sure to happen”). Behavior is then guided by the content 

of the appraisal. The person may engage in stimulating activities to “upregulate” 

the activated state, increasing the risk of developing a hypomanic or manic 

episode. Or the person may engage in “dampening” behaviors, such as social 

Co
py

rig
ht

 A
m

er
ic

an
 P

sy
ch

ol
og

ic
al

 A
ss

oc
ia

tio
n.

 N
ot

 fo
r 

fu
rt

he
r 

di
st

rib
ut

io
n.



120  Meyer et al.

withdrawal, to downregulate the activated state, with the possible conse­

quence of increasing depressed mood and triggering a depressive episode. 

These different appraisal styles could also apply to more depressive mood fluc­

tuations. Koenders et al. (2020) proposed an integrative bimodal model of 

emotion regulation in bipolar disorders, in which some individuals are charac­

terized by the tendency to upregulate positive affect, and others are character­

ized by the tendency to downregulate both positive and negative affect. The 

value of these models is that they can provide a clinically useful framework to 

inform and direct assessment as to what factors could increase risk and main­

tain (hypo)manic and depressive symptoms.

PRESENTATIONS AND SYMPTOM PATTERNS

Bipolar and related disorders are episodic mood disorders defined by the occur­

rence of manic, mixed or hypomanic episodes or symptoms. These typically 

alternate over the course of these disorders with depressive episodes or periods 

of depressive symptoms (see Chapter 6), with depressive periods tending to 

predominate in the clinical course of the disorder.

Manic Episode

The Clinical Descriptions and Diagnostic Requirements for ICD-11 Mental, Behavioural 

and Neurodevelopmental Disorders (CDDR; WHO, 2024) describe a manic episode as 

(a) an extreme mood state characterized by sustained euphoria, expansiveness,  

or irritability, together with (b) increased activity or a subjective experience of 

increased energy. Mood may also be labile (e.g., alternating euphoria and irrita­

bility). The change in mood should represent a significant change from what is 

typical for the individual. For example, the individual may laugh substantially 

more, have an uncharacteristically optimistic outlook, be surprisingly friendly to 

strangers, or react unusually irritably to the comments and feedback of others for 

no obvious reason. To assign a diagnosis of bipolar type I disorder, the manic mood 

state should be present most of the day, nearly every day and last for at least 

1 week. Several other symptoms that are atypical for the person must also be 

present in addition to the change in mood and activity level or subjective energy. 

Examples include increased self-esteem or grandiosity, increased talkativeness or 

pressured speech, flight of ideas, experience of racing thoughts, increased dis­

tractibility, a decreased need for sleep, and an increase in impulsive or reckless 

behaviors. To diagnose a manic episode, the symptoms must be severe enough to 

cause significant impairment in personal, family, social, educational, occupa­

tional, or other important areas of functioning or to require intensive treatment 

(e.g., hospitalization) to prevent harm to self or others. If the individual requires 

urgent treatment (e.g., medication, hospitalization), the change in mood and 

activity or feeling of increased energy does not need to last a whole week for 

it to be considered a manic episode. The presence of delusions or hallucina­

tions is assumed to be an indicator of an urgent need for treatment.
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In a manic episode, the individual’s self-esteem may be inflated to the extent 

that it constitutes a grandiose delusion (e.g., in which the individual believes 

they are a famous singer, politician, or religious figure). The person may over­

estimate their own skills and abilities—for example, believing they have the 

potential to achieve overly ambitious goals or underestimating how long cer­

tain tasks will take them to complete. This could be manifested in delusional 

form in the belief that they have special abilities or magical powers. Another 

common symptom is talking much more than usual and feeling unable to stop, 

talking much faster or louder than usual, or interrupting others frequently 

or not giving them a chance to speak. The individual may report that their 

thoughts are racing or jump from topic to topic, making connections between 

thoughts that may appear logical to them but make little sense to others (“flight 

of ideas”). The individual may be easily and unusually distractible such that 

external or irrelevant stimuli can quickly capture their attention, following 

which the individual may have difficulty returning to a previous task or 

abandon it for something new. All of these should be atypical of the individual’s 

usual functioning to be counted as symptoms of a manic episode. A person 

experiencing a manic episode may appraise their symptoms positively (e.g., 

reports feeling more creative, intelligent, or powerful) or negatively (e.g., reports 

feeling distressed because they cannot “hold onto their thoughts”).

A decreased need for sleep is also often reported as a symptom of a manic 

episode. For example, individuals may subjectively feel fully rested, despite 

only getting a few hours of sleep (sometimes as few as 2–3 hours per night) 

or not sleeping at all for extended periods of time. This decreased need for 

sleep is different from the symptom of insomnia, such as may occur during a 

depressive episode (waking up too early, being unable to fall asleep, or having 

difficulty sleeping through the night). During a manic episode, sleep is often 

considered a “waste of time” rather than a psychobiological need. Impulsive 

behaviors or engaging in momentarily pleasurable activities without consid­

ering the potential negative consequences can also be symptoms of a manic 

episode. For example, people experiencing a manic episode may make highly 

risky financial or business decisions, engage in spontaneous unprotected sex, 

or follow their “gut feelings” (e.g., quitting their job, making a large pur­

chase). Individuals in a manic state may also show an increase in social con­

tacts (e.g., calling friends more frequently) and goal-directed activities (e.g., 

scheduling more meetings, taking on more job-related tasks or projects, 

engaging in more leisure activities and hobbies). These examples highlight 

that a manic episode is more than just a short-lived extreme change in mood 

but rather consists of a pattern of changes in mood, behavior, and cognition.

Hypomanic Episode

A hypomanic episode can be viewed as a minor form of a manic episode. 

Accordingly, the diagnostic requirements for a hypomanic episode in the 

CDDR are similar to those of a manic episode but in attenuated or subthresh­

old form. The primary differences between a hypomanic and manic episode are 
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the requirements for symptom severity and duration. In a hypomanic episode, 

the symptoms represent a significant change from the individual’s usual behav­

ior or subjective state that would be obvious to someone who knows the  

person well. However, the symptoms are not sufficiently severe as to cause 

marked impairment in occupational functioning or in usual social activities or 

relationships with others. The symptoms must be present most of the day, 

nearly every day, as in a manic episode, but in a hypomanic episode, they only 

need to last for “several days.” The required duration of symptoms for diagnos­

ing a hypomanic episode is intentionally lower to reduce the risk of misdiag­

nosing an individual who has a bipolar disorder as having a depressive disorder. 

When asking about an individual’s mood state during a hypomanic episode, it 

is important that the clinician take the individual’s context into account. 

A change in mood or behavior that represents a normal response to event or 

situations experienced by the person (e.g., elated mood after having a successful 

job interview, increased irritability after losing business to a competitor, increased 

activity due to unusual work demands) should not be considered sufficient to 

meet the mood or activity requirements for a hypomanic episode.

Other symptoms of a hypomanic episode are often attenuated versions of 

manic symptoms. For example, an individual with hypomania may only report 

an elated mood, whereas an individual with mania may report a euphoric 

mood; an individual with hypomania may make more plans than usual, but 

these will be more feasible and more closely related to their actual capabilities 

compared with a person in a manic episode. An individual with hypomania 

may be more talkative and gregarious than usual, but they can still be stopped 

or interrupted by others. They may experience increased self-esteem but not 

to the point of this constituting a grandiose delusion. In fact, if delusions or 

other psychotic symptoms are present, a manic or mixed episode should be 

diagnosed rather than a hypomanic episode.

Mixed Episode

In a mixed episode, the individual experiences several prominent manic and 

several prominent depressive symptoms, consistent with the symptoms of 

manic episodes and depressive episodes, which either occur simultaneously or 

alternate rapidly from day to day or sometimes even within the same day. 

Symptoms must include an altered mood state consistent with a manic and/or 

depressive episode (i.e., depressed, dysphoric, euphoric, or expansive mood). 

In mixed episodes where depressive symptoms are predominant, the manic 

(i.e., “contrapolar”) symptoms most likely to be present simultaneously or 

alternate with depressive symptoms are irritability, talkativeness, psychomotor 

agitation, and racing thoughts. Conversely, in mixed episodes where manic 

symptoms are predominant, the most common depressive symptoms are dys­

phoric mood, feelings of worthlessness, hopelessness, and suicidality.

The symptoms of a mixed episode must last at least 2 weeks and be present 

most of the day, nearly every day. If the individual requires urgent treatment 

(e.g., medication, hospitalization), the symptoms do not need to last for the 
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full 2 weeks to meet the diagnostic requirements for a mixed episode. The 

symptoms must be severe enough to cause significant impairment in per­

sonal, family, social, educational, occupational, or other important areas of 

functioning or to require intensive treatment (e.g., hospitalization) to prevent 

harm to self or others. This requirement is assumed to be met if delusions or 

hallucinations are present.

Hallucinations can occur during manic or mixed episodes but are less fre­

quent than would be expected among people diagnosed with schizophrenia. 

Auditory hallucinations are most common. In terms of delusions, grandiose 

delusions are the most commonly reported by individuals experiencing a 

manic episode; however, delusions of a paranoid or self-referential character 

may also be reported (e.g., believing they are being observed because of their 

special powers; believing that people have deliberately put obstacles in their 

way to prevent their success). If there are psychotic symptoms during a mixed 

episode, they are most often more congruent with those seen among indi­

viduals experiencing a depressive episode.

For all types of mood episodes relevant to bipolar disorders, the clinician 

will need to determine whether the individual’s reported symptoms could be 

the result of a medical condition (e.g., thyroid dysfunctions, epilepsy, brain 

tumor), or the use of psychoactive substances or medications, including with­

drawal. It is especially important to be alert for (hypo)manic symptoms that 

emerge in response to biological forms of treatment for depressive disorders 

(e.g., antidepressant medications, electroconvulsive therapy, light therapy, 

transcranial magnetic stimulation, deep brain stimulation). If a manic, hypo­

manic, or mixed syndrome arises under such circumstances and persists after 

the treatment is discontinued and the physiological effects of the treatment are 

likely to have receded, the corresponding episode should be diagnosed. Thus, 

establishing a timeline of when the individual’s treatments start or change 

alongside the course of the individual’s reported symptoms is essential.

Bipolar Type I and Type II Disorders

Bipolar type I disorder requires a history or presence of at least one manic or 

mixed episode. In most cases, multiple depressive and manic or mixed epi­

sodes typically occur over the course of the disorder, with depressive periods 

tending to predominate. Manic and mixed episodes are treated as function­

ally equivalent in the diagnosis of bipolar type I disorder. Either is treated in 

the ICD-11 as grounds for a presumptive diagnosis of bipolar type I disorder, 

even though there is a small proportion of people who experience only manic 

or mixed episodes without diagnosable depressive episodes, particularly early 

in the course of the disorder (Angst et al., 2019). It is also important to recog­

nize that individuals with bipolar disorder type I may also have episodes that 

meet the diagnostic requirements for a hypomanic episode; however, the 

diagnosis of bipolar disorder type I will still be appropriate as long as the indi­

vidual has previously had at least one manic or mixed episode.
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Bipolar type II disorder requires at least one current or lifetime hypomanic 

episode and at least one current or lifetime depressive episode, with no his­

tory of manic or mixed episodes. One or more hypomanic episodes are not 

sufficient to diagnose an individual with bipolar type II disorder, and hypo­

manic episode is not an independently diagnosable disorder in the ICD-11. If 

the individual endorses psychotic symptoms, a diagnosis of bipolar type II 

disorder can only be made if these psychotic symptoms occur exclusively 

during a depressive episode. This is because the presence of psychotic symp­

toms during an otherwise hypomanic episode would automatically meet the 

diagnostic requirements for manic episode, making the appropriate diagnosis 

bipolar type I disorder. For some individuals, a diagnosis of bipolar type II 

disorder is a temporary diagnosis until they later experience a mood episode 

that meets the diagnostic requirements for a manic or mixed episode.

The ICD-11 provides mechanisms for coding the current presentation of 

an individual diagnosed with bipolar type I or II disorder (i.e., current manic, 

depressive, mixed, hypomanic, partial remission, full remission), episode 

severity for current depressive episodes, and the presence or absence of psy­

chotic symptoms. When coding “partial remission,” it is important to keep in 

mind that so-called residual symptoms can be attenuated symptoms of the 

same or the opposite polarity as the most recent mood episode (e.g., being 

elated, overly confident, or activated after a depressive episode without ful­

filling the diagnostic requirements for a hypomanic episode). Additional spec­

ifiers may be added to a diagnosis of bipolar type I or bipolar type II disorder 

to indicate the presence of panic attacks, other significant anxiety symptoms, 

melancholia in depressive episodes, whether a current depressive episode is 

persistent (i.e., has been continuously present for 2 or more years), and a 

seasonal pattern of onset and remission.

There is also a specifier for “rapid cycling,” which, in the context of bipolar 

type I or II, indicates a high frequency of mood episodes (at least four) over the 

past 12 months. These episodes may involve an immediate switch from one 

polarity of mood to the other, or the mood episodes may be separated by a 

period of remission. In individuals with a high frequency of mood episodes, 

some may have a shorter duration than those usually observed in bipolar type 

I or type II (e.g., depressive periods that only last for several days). If depres­

sive and manic symptoms alternate rapidly (i.e., from day to day or within the 

same day), this should be considered a mixed episode rather than rapid cycling.

Cyclothymic Disorder

Cyclothymic disorder is diagnosed based on mood instability over an extended 

period of time (2 years or more) characterized by numerous periods of hypo­

manic and depressive symptoms. Mood disturbance has been present on 

more days than not for at least 2 years, and there has never been a symptom- 

free period exceeding 2 months during that time. Hypomanic symptoms may 

or may not meet the diagnostic requirements for hypomanic episode. During 

the first 2 years of this disorder, the depressive symptoms should never be 
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sufficient in number or duration to meet the diagnostic requirements for a 

depressive episode. Subsequently, depressive episodes may be superimposed 

on cyclothymic disorder, with an additional diagnosis of single episode depres­

sive disorder or recurrent depressive disorder assigned as appropriate. A diag­

nosis of cyclothymic disorder cannot be assigned if the individual has ever 

experienced a manic or mixed episode. The symptoms must cause subjective 

distress to the individual and/or cause impairment in personal, family, social, 

educational, occupational, or other important areas of functioning.

DIFFERENTIAL DIAGNOSIS

It is important to recognize that elated, irritable, and depressive moods are 

normal human experiences. To differentiate between clinically relevant mood 

episodes and normal mood, it is helpful to establish (a) whether the mood 

change is related to specific situational triggers, (b) whether it is transient 

and not associated with other symptoms (e.g., changes in sleep or appetite), 

and (c) whether significant functional impairment occurs as a result of the 

mood changes and not only subjective distress.

Among people with bipolar disorders, there are substantial delays in help- 

seeking, accurate diagnosis, and appropriate treatment. Available data, primarily 

from high-income countries, show average durations of untreated bipolar 

disorder of approximately 6 years (Scott et al., 2022), and up to 10 to 15 years 

(Lublóy et al., 2020). Delays in correctly diagnosing bipolar disorders con­

tribute to inadequate and ineffective treatment, greater disease progression, 

and accumulating consequences of impairments in psychosocial functioning 

(e.g., social, educational, occupational). These factors highlight the impor­

tance of differential diagnosis in bipolar disorders.

The main principles for differentiating bipolar disorders from depressive 

disorders and other conditions with overlapping symptomatology are the 

following:

1.	 In bipolar and related disorders, there is an obvious episodic course with 

recurrence of mood episodes that are not solely of a depressive nature.

2.	 In bipolar and related disorders, psychotic symptoms occur only occur 

during mood episodes and are, to some extent, markers of the severity of 

those episodes.

3.	 Rapid changes in affect may be observed in other mental disorders, often 

in response to external or internal triggers. Mood episodes in bipolar and 

related disorders are characterized by relatively lasting changes in mood 

and activity levels.

4.	 In bipolar and related disorders, the change in mood is accompanied by 

additional symptoms such as changes in energy level, sleep, speech, and 

social behavior.
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5.	 Symptoms such as emotional instability, distractibility, irritability, or impul­

sivity that occur during mood episodes are not part of the individual’s habit­

ual pattern of behavior, or, if they are, there must be a significant worsening 

of these symptoms during the episodes.

6.	 In bipolar and related disorders, there may be a full return to normal func­

tioning between mood episodes, particularly during the early phases of the 

disorder.

The most common error in the diagnosis of both bipolar type I and type II 

disorders is mistaking them for single episode or recurrent depressive disorder. 

This may be especially challenging for bipolar type II disorder because of the 

relative subtlety of hypomanic compared with manic symptoms. Several fac­

tors likely contribute to misdiagnosis: (a) depressive episodes or symptoms 

are the most common initial presentation of bipolar disorder (McIntyre et al., 

2022), which suggests that people are more likely to seek care during these 

periods; (b) individuals seeking treatment for a depressive episode may not 

report their experience of manic or hypomanic episodes; and (c) clinicians 

may be subject to confirmatory bias, relying heavily on typical symptoms or 

placing insufficient emphasis on evaluating symptoms that do not match their 

prototypical ideas (e.g., Meyer & Meyer, 2009). In the context of a presenting 

depressive episode, certain symptoms suggest a greater possibility of bipolar 

disorder, including consumption of a higher than normal quantity of food, 

hypersomnia, psychotic features, a higher frequency of mood episodes, and 

co-occurring disorders due to substance use, anxiety or fear-related disorders, 

binge eating disorder, and migraines (McIntyre et al., 2020).

Other important differential diagnoses in bipolar disorders include attention 

deficit hyperactivity disorder (ADHD), personality disorder, anxiety or fear- 

related disorders, disorders due to substance use, and schizophrenia. The 

CDDR contain more information about making these distinctions. It is impor­

tant to keep in mind, however, that bipolar disorders can co-occur with  

any of these disorders, so differential diagnosis is often a matter of deter­

mining whether the requirements for both disorders are met rather than 

one or the other. In the case of ADHD, co-occurrence may be related to 

shared brain mechanisms. Similarly, bipolar disorder is genetically correlated 

with schizophrenia (McIntyre et al., 2020). When an individual simultane­

ously meets the diagnostic requirements for both bipolar type I disorder  

and schizophrenia, schizoaffective disorder is the appropriate diagnosis (see  

Chapter 5).

Among children and adolescents, there has been substantial concern about 

the overdiagnosis of bipolar disorder and consequent overmedication, which 

appears in part to be related to the idea promulgated by the fourth edition 

of the Diagnostic and Statistical Manual of Mental Disorders that, among young 

people, irritability could satisfy the mood requirement for a manic episode 

(Lochman et al., 2015). In the ICD-11, a more appropriate diagnosis for many 

of these cases would be oppositional defiant disorder, often with a specifier for 
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“chronic irritability-anger” (Evans et al., 2017; see Chapter 14). In opposi­

tional defiant disorder, behavior problems of noncompliance and chronic 

irritability or anger are observed outside of mood episodes.

Psychoactive substances and certain medications, as well as certain med­

ical conditions or injuries (e.g., Cushing syndrome, epilepsy, stroke, tumors, 

Huntington disease, lesions to the frontal, temporal, and subcortical limbic 

brain structures) can also cause a manic or hypomanic state. These conditions 

should be diagnosed as substance-induced mood disorder or secondary mood 

syndrome, depending on the etiology, with additional coding for depressive, 

manic, or mixed symptoms as appropriate.

DEVELOPMENTAL COURSE OF BIPOLAR AND RELATED DISORDERS

The developmental course of bipolar and related disorders varies substantially 

from person to person. Factors that may influence their course include the 

presence of co-occurring mental disorders and other medical conditions, mal­

treatment during childhood, trauma, and substance use (McIntyre et al., 2022). 

Average age of onset for bipolar disorder is most commonly late adolescence to 

early adulthood (Ferrari et al., 2016), with earlier ages of onset indicative of 

poorer outcomes and a more severe developmental course (McIntyre et  al., 

2020). Factors such as having family members with a history of bipolar disorder 

and early life trauma are associated with earlier onset; a combination of the two 

seems to contribute to the earliest onset of the disorder (Post et al., 2016).

Although (hypo)mania is rare during childhood and early adolescence, 

when it does occur, all the characteristic features can be observed (National 

Collaborating Centre for Mental Health, 2014). The CDDR provide additional 

information about child and adolescent forms of (hypo)manic symptoms. 

A diagnosis of a manic episode should only be considered when the symp­

toms are episodic and recurrent (or characterized by rapid onset if a first epi­

sode), inappropriate for the context in which they arise, in excess of what 

might be expected given the person’s age or developmental level, represent a 

distinct change from previous functioning, and are associated with significant 

impairment in personal, family, social, educational, or other important areas 

of functioning. Hypomanic episodes may be difficult to distinguish from 

developmentally normative behaviors in children and adolescents. Factors to 

consider include an episodic course and marked, co-occurring changes in cog­

nitions (e.g., racing thoughts), or behaviors (e.g., increased activity level). 

There is limited research on mixed episodes in children and adolescents; how­

ever, there is some evidence to suggest that adolescents with bipolar disorders 

may be more likely than adults with bipolar disorders to experience mixed 

episodes.

First onset of (hypo)mania in older adults (age 60 years and above) is asso­

ciated with higher rates of first hospital admission, lower rates of a family 

history of bipolar disorder, and medical comorbidity, in which case a diagnosis 

of secondary mood syndrome may be appropriate (Dols & Beekman, 2018).
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Stage models of bipolar disorder have been proposed in which each stage 

is characterized by features that may inform specific treatment approaches 

(Berk et al., 2017; Kupka et al., 2021). Stage models typically define Stage 0 

as characterized by increased risk but no symptoms, Stage 1 as the prodrome, 

Stage 2 as the first mood episode, Stage 3 as relapse or recurrence, and Stage 4 

as chronic or unremitting symptoms. Although stage models capture the general, 

aggregate characteristics of bipolar disorder, they may obscure substantial 

levels of individual variation indicating that a linear and stepwise course is 

not applicable to everyone (McIntyre et al., 2022). Stage models can be clini­

cally useful for conceptualizing targeted interventions for symptom reduction 

and quality of life that correspond to the characteristics of each stage (Murray 

et al., 2017), but the clinician should take care not to convey a sense of inev­

itability about disease progression. What is well established is the need for 

timely interventions early in the course of the disorder to have a positive influ­

ence on its progression (McIntyre et al., 2022).

ASSESSMENT

As noted earlier, delays in correctly diagnosing bipolar disorders can last for 

years and have serious and cumulative consequences. When the presenting 

complaint or referral is a co-occurring or related clinical problem, such as 

depression, anxiety, or alcohol use, it is more likely that the clinician will fail 

to identify the presence of a bipolar disorder. It is therefore essential to ask 

every patient directly whether they have experienced periods of elated or 

irritable mood and increased activity or energy and whether others would 

have considered these periods unusual for them (National Collaborating 

Centre for Mental Health, 2014). If one-on-one time is limited, one of the 

existing screening measures for mania and hypomania can be used. The two 

most widely used and cross-culturally validated self-administered screening 

measures are the Mood Disorder Questionnaire for bipolar disorder (Hirschfeld 

et al., 2000) and the Hypomania Checklist (Angst et al., 2005). Such screen­

ing measures do not produce a diagnosis; however, scores above the culturally 

validated cutoff point should prompt the clinician to conduct a more thorough 

assessment, typically a detailed clinical interview, to verify or rule out a diag­

nosis of bipolar disorder.

Several clinician-administered rating scales are available to assess the 

severity of (hypo)mania, such as the Young Mania Rating Scale (Young et al., 

1978) and the Bech Rafaelsen Mania Scale (Bech, 2002). These instruments 

require training and clinical experience to administer because the clinician must 

rate different aspects of the individual’s presentation (e.g., rate and amount of 

speech, thought content). There are also self-administered measures that assess 

the symptoms and severity of (hypo)mania, such as the Altman Self Rating 

Scale, the Self Rating Mania Inventory, and the Internal State Scale (for a 

review of all, see Meyer et  al., 2020). Despite empirical validation of these 
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scales, some clinicians may still question the validity of an individual’s self- 

ratings during a manic state. Concerns may include deliberate deception and 

lack of insight. Thus, comparing the clinician’s assessment with the individual’s 

self-ratings can help open a discussion about the discrepancies between the 

clinician’s and the patient’s perception of their own mood experiences. Reports 

of family members should also be sought and considered during assessments 

if they are available.

There is widespread agreement about the benefits of securing self-reports 

based on daily mood monitoring. A mood diary can have several functions, 

such as reviewing changes in mood (and other variables) between assess­

ments, monitoring the client’s progress, and fostering self-awareness and 

self-management. A personalized mood diary can be developed jointly with 

the patient around core emotions, behaviors, cognitions, and life events rele­

vant to the individual. An individualized and context-based approach that 

integrates the individual’s biography can support more sustained use of the 

daily mood diary, as well as help to develop a sense of collaboration and 

co-creation in assessment and treatment. A systematic mapping of the course 

of the disorder conducted in collaboration with the patient can also be of 

great value in ordinary clinical practice, using flexible and easily usable stan­

dardized processes such as the National Institute of Mental Health’s Life Chart 

Method (Post et al., 2003; Roy-Byrne et al., 1985).

Finally, given the substantially elevated risk of suicide among patients with 

bipolar disorders, it is critical to assess and discuss suicidal thoughts and behav­

iors at the time of the initial evaluation and throughout treatment. Widely 

used measures that may be helpful in the evaluation of suicidality include the 

Scale for Suicide Ideation (Beck et al., 1988) and the Columbia-Suicide Severity 

Rating Scale (Posner et al., 2011).

CO-OCCURRING DISORDERS

In adults with bipolar disorder, the most commonly co-occurring mental dis­

orders are anxiety and fear-related disorders; a very high proportion meet the 

diagnostic requirements for generalized anxiety disorder, social anxiety dis­

order, or panic disorder (Yapici Eser et al., 2018). Between 30% and 50% have 

a disorder due to substance use, most commonly alcohol (Messer et al., 2017). 

ADHD, personality disorder, and binge eating disorder (McElroy et al., 2018) 

are also common. These co-occurring disorders are underdiagnosed among 

people with bipolar disorder. In addition to requiring specific additional treat­

ments, they can contribute to the severity of mood episodes and exacerbate 

the course of bipolar disorder (McIntyre et al., 2022). Careful screening for 

co-occurring mental disorders is therefore critical.

The presentation of co-occurring conditions may also differ depending on 

the mood state. For example, during (hypo)mania, alcohol or other substance 

use may be initiated or escalate, which then can contribute to impulsivity. Or 

some anxiety symptoms may be prominent during depressive episodes but 
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absent during manic or hypomanic episodes. For example, a person with sig­

nificant social anxiety may find their symptoms disappear during a hypo­

manic episode, which would feel pleasant and rewarding.

The risk for a number of medical conditions is elevated among people with 

bipolar disorders (Krishnan, 2005; McIntyre et al., 2022). These include met­

abolic syndrome, cardiovascular disease, obesity, type 2 diabetes mellitus, 

thyroid dysfunction, and inflammatory bowel disease. Some of this is due to 

risk factor clustering in this population. People living with bipolar disorders 

are less likely to have access to high-quality preventive and primary care 

health services; are more likely to report economic, housing, and food insecu­

rity; and have high rates of adverse childhood experiences. Unhealthy behav­

iors (e.g., cigarette smoking, lack of exercise, alcohol and substance use) are 

additional risk factors that are common among people with bipolar disorders. 

Exposure to psychotropic medications commonly used to treat bipolar disor­

der is also a risk factor for several health conditions including obesity, type 2 

diabetes mellitus, and dyslipidemia. Beyond that, bipolar disorder is an inde­

pendent risk factor for cardiovascular disease, which is the most common 

cause of premature mortality and decreased life expectancy in persons with 

bipolar disorder, as well as for other noncommunicable and communicable 

diseases (McIntyre et al., 2022).

CULTURAL AND CONTEXTUAL ISSUES IN BIPOLAR DISORDERS

Although the core symptoms of bipolar disorder are similar across cultures, 

there are significant cultural variations in the way in which people express 

and interpret their symptoms and how they respond to treatment. Failure to 

be aware of and consider these influences may lead to misdiagnosis or inap­

propriate treatment. For example, Western societies have a strong emphasis 

on individualism and autonomy, whereas some East Asian cultures focus 

more on modesty through self-criticism, avoidance of interpersonal conflict, 

inhibition of emotional expression, preserving group harmony, and overrid­

ing personal interests. Although family is an important source of support to 

individuals with mental health conditions, some families may stigmatize the 

diagnosis and find it shameful. This may lead to efforts on behalf of the family 

to convince the individual with bipolar disorder to curb emotional displays 

and also may impede access to care (Lan et al., 2018). It is essential for clini­

cians to be mindful of these specific cultural and family values and attitudes 

to develop and implement a treatment approach that takes into account these 

factors and anticipates potential barriers. A related issue is the phenomenon 

of “somatization”—the preferential reporting and experience of somatic over 

psychological symptoms (Ryder & Chentsova-Dutton, 2012).

Culturally rooted religious beliefs also influence symptom manifestation. 

For example, in a study conducted in India, more than a third of religious 

individuals with bipolar disorder conceptualized their psychopathology in a 

religious context (Grover et al., 2016). Many of these individuals attributed 
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the etiology of their disorder to religious phenomena, and thus sought help 
from religious figures. Similarly, in a New Zealand study, most remitted reli­
gious individuals with bipolar disorder adopted religious coping and had a 
lower rate of adherence to treatment regimens from medical professionals 
(Mitchell & Romans, 2003). Cultural factors can also affect clinical judgments, 
as clinicians from different countries may show marked disparity in identify­
ing manic symptoms (Mackin et al., 2006). Linguistic barriers may also hinder 
accuracy in diagnostic assessment.

GENDER CONSIDERATIONS IN BIPOLAR DISORDERS

Although there is evidence that women are more likely to be diagnosed with 
bipolar disorder than men (Dell’Osso et al., 2021), rates of bipolar disorders 
among men and women are more similar than is the case for depressive disor­
ders. The Global Burden of Disease Study (Ferrari et al., 2016) found that the 
male-to-female prevalence ratio for combined bipolar disorders was 0.8. The 
World Mental Health Survey (Merikangas et al., 2011) reported higher lifetime 
rate of bipolar type I disorder and subthreshold (hypo)manic symptoms among 
males, but higher rates of bipolar type II disorder among females. In addition, 
there are some key gender differences in symptoms, course, and co-occurring 
conditions. For example, rapid cycling is more frequent in women, and suicide 
rates are higher for men (Goodwin & Jamison, 2007). Late age of onset of bipo­
lar disorders is also more common for women, with approximately 70% of 
those diagnosed after the age of 50 being women (Depp & Jeste, 2004).

The menstrual period, childbirth, and perimenopause can also affect the 
presentation and course of bipolar disorders in women. Menstrual periods 
may be associated with increased mood disturbance and depression. Women 
with bipolar disorder are also more likely to experience co-occurring pre­
menstrual dysphoric disorder (see Chapter 6). Childbirth, pregnancy, and 
menopause may also precipitate mood disturbances among women with 
bipolar disorder (e.g., Diflorio & Jones, 2010; Perich et al., 2017). In cases 
where the onset of a mood episode occurs during pregnancy or within about 
6 weeks after delivery, a diagnosis of mental or behavioral disorders associ­
ated with pregnancy, childbirth, or the puerperium should be assigned in 
addition to the applicable bipolar disorder diagnosis, using a specifier to indi­
cate the presence of psychotic symptoms.

KEY POINTS

•	 Bipolar and related disorders include bipolar type I disorder, bipolar type 
II disorder, and cyclothymia. Among mental and substance use disorders, 
they are the fifth leading cause of disability. They are associated with a loss 
of approximately 10 to 20 potential years of life, partly because people 
with bipolar disorders die by suicide more frequently than people with any 
other mental disorder.
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•	 Bipolar type I disorder is defined based on the presence or history of at least 

one manic or mixed episode. Bipolar type II disorder requires the presence 

or history of at least one hypomanic disorder and at least one depressive 

episode. Cyclothymic disorder is diagnosed based on mood instability over 

an extended period of time (2 years or more) characterized by numerous 

periods of hypomanic and subthreshold depressive symptoms.

•	 A manic episode is defined as (a) an extreme mood state characterized by 

sustained euphoria, expansiveness, or irritability, together with (b) increased 

activity or a subjective experience of increased energy. The mood and activity/ 

energy should represent a significant change from what is typical for the 

individual; be present most of the day, nearly every day, and last for at least 

1 week; and cause significant impairment in personal, family, social, educa­

tional, occupational, or other important areas of functioning or to require 

intensive treatment (e.g., hospitalization) to prevent harm to self or others.

•	 The diagnostic requirements for a hypomanic episode are similar to those 

of a manic episode but in attenuated or subthreshold form. The symptoms 

represent an identifiable change in the person’s functioning and last for at 

least several days but are not sufficiently severe to cause marked impair­

ment in occupational functioning or in usual social activities or relation­

ships with others.

•	 In a mixed episode, the individual experiences several prominent manic 

and several prominent depressive symptoms, which either occur simulta­

neously or alternate rapidly from day to day or sometimes even within the 

same day.

•	 In bipolar type I and type II disorders, manic, mixed, or hypomanic episodes 

usually alternate with depressive episodes. Depression is typically the domi­

nant aspect of the experience of most people living with bipolar and related 

disorders.

•	 The most common error in the diagnosis of both bipolar disorders is mis­

taking them for depressive disorders. This may be especially challenging 

for bipolar type II disorder because of the relative subtlety of hypomanic 

compared with manic symptoms.

•	 Pharmacologic treatments alone are typically insufficient to achieve com­

plete syndromal recovery and desirable quality of life from the perspective 

of people living with bipolar disorders, and there is evidence of superior out­

comes when evidence-based psychosocial treatments are integrated into 

care. Areas in which psychosocial treatments can make a specific contribu­

tion include cognitive, occupational, and functional remediation, health- 

related behaviors, adverse and traumatic childhood experiences, treatment 

of co-occurring disorders, suicidality, and internalized stigma.
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8
Anxiety and Fear-Related 
Disorders
Cary S. Kogan, Chee-Wing Wong, and Paul M. G. Emmelkamp

OVERARCHING LOGIC

The grouping of anxiety and fear-related disorders (AFRDs) in the 11th revision  

of the International Classification of Diseases (ICD-11; World Health Organization 

[WHO], 2023) brings together disorders characterized by anxiety or fear as their 

primary clinical feature. Many other mental disorders (e.g., mood disorders, 

obsessive-compulsive and related disorders, disorders specifically associated 

with stress) can have anxiety as an aspect of their clinical presentation, but in 

these other disorders, anxiety occurs alongside other symptoms that are con-

sidered more central to the disorder. Anxiety refers to future-oriented percep-

tions of anticipated threat. Fear refers to present-state psychophysiological 

reactions to perceived immediate threat. A variety of internal and external 

stimuli or situations can be the source of anxiety and fear. ICD-11 AFRDs occur 

across the life span and include generalized anxiety disorder (GAD), panic 

disorder, agoraphobia, specific phobia, social anxiety disorder, separation  

anxiety disorder, and selective mutism. The Clinical Descriptions and Diagnostic 

Requirements for ICD-11 Mental, Behavioural and Neurodevelopmental Disorders 

(CDDR; WHO, 2024) conceptualize AFRDs in terms of their prominent physio-

logical, cognitive, and behavioral features, which are clinically useful as a basis 

for identification and treatment planning.

https://doi.org/10.1037/0000392-008
A Psychological Approach to Diagnosis: Using the ICD-11 as a Framework, G. M. Reed,  
P. L.-J. Ritchie, and A. Maercker (Editors)
Copyright © 2024 by the American Psychological Association and the International 
Union of Psychological Science. All rights reserved.
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A PSYCHOLOGICAL APPROACH TO AFRDs

A psychological perspective on AFRDs focuses on aspects that are common 
across all these disorders. These key areas inform diagnosis, case conceptualiza-
tion, and treatment planning (Kogan et al., 2016). The ICD-11 CDDR present 
these aspects of AFRDs systematically in the essential features section for each 
disorder, making it easy for clinicians to compare how each disorder differs from 
other AFRDs in terms of these features.

While all AFRDs have the experience of fear or anxiety as the primary clinical 
feature, the best means of differentiating among them is the focus of apprehension, 
which refers to cognitions related to the specific stimuli or contexts that are asso-
ciated with anxiety or fear. The essential features section for each AFRD begins 
with a description of the defining focus of apprehension, which can be highly 
circumscribed as in specific phobia or relate to a broader class of situations as in 
GAD. Because anxiety and fear are normal reactions and can have protective 
functions, the essential features also focus on the frequency, persistence, and 
intensity of symptoms and the level of associated distress or functional impair-
ment that demarcate the boundary between normal reactions and those that 
warrant clinical attention.

Specifically, following a description of the focus of apprehension, the essential 
features describe behavioral manifestations of each AFRD, which are typically 
forms of avoidance, or recurrent escape from, the stimuli that represent the focus 
of apprehension. Alternatively, confrontation with the focus of apprehension 
may be endured with intense fear or anxiety. The essential features then specify 
the required duration of symptoms, typically several months, to help differen-
tiate the disorder from more transitory or temporary reactions. The ICD-11 essen-
tial features also require significant distress about the experience of anxiety 
symptoms or significant impairment in functioning to assign a diagnosis.

Symptoms associated with AFRDs often vary in severity across time and 
contexts depending on several factors such as previous experiences with the 
focus of apprehension, degree of avoidance, or use of safety behaviors, and 
co-occurring mental disorders. Anxiety may become so severe as to culminate in 
a panic attack, which in addition to being a cardinal feature of panic disorder can 
also occur in other AFRDs when an individual is confronted with or anticipates 
confronting the relevant focus of apprehension. It is important to distin-
guish between such “cued” attacks that may be a part of the clinical picture of a 
given AFRDs and the “uncued” panic attacks that occur in panic disorder. The 
presence of severe anxiety or panic attacks in AFRDs suggests greater likelihood 
of co-occurring disorder, higher risk of suicidality, and possible need for specific 
interventions such as interoceptive exposure.

GENERAL PRINCIPLES FOR ASSESSING AFRDs

This chapter provides information for each of the AFRDs to assist clinicians in 
planning a comprehensive assessment. We recommend a sequential, multi-
modal approach—that is, an assessment that integrates information from a 
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clinical interview, self-report measures, behavioral observation, and interviews 

with collateral informants. Such an approach serves several objectives, including 

differential diagnosis; establishing baseline severity, frequency, and duration of 

symptoms; developing a case formulation; selecting treatments; evaluating 

treatment efficacy; and monitoring for treatment relapse (Antony & Rowa, 

2005; Shear et al., 2008).

Clinical interviews should be conducted to elicit a history of the symptoms 

including onset and contextual factors (e.g., stressors) as well as information 

about current symptom frequency, intensity, and duration, including the pres-

ence of “cued” or “uncued” panic attacks. It is important to ask specifically about 

what the person is concerned about when confronting or anticipating the situa-

tion or stimulus that provokes anxiety. Treatment selection and planning are 

also informed by the pervasiveness and degree of avoidance behaviors, presence 

of unhelpful coping strategies, content of anxious cognitions, treatment history, 

motivation for treatment, suitability and preference for therapies, and identi-

fication of skills deficits (Antony & Rowa, 2005). Generally, higher levels of 

severity, longer duration, and higher levels of behavioral avoidance, as well as 

co-occurrence with other mental disorders, predict a more difficult course 

(Asselmann & Beesdo-Baum, 2015).

In settings where it is not feasible to conduct lengthy interviews due to time 

constraints, psychometrically sound self-report screening measures such as the 

GAD-7 (Spitzer et al., 2006), which assesses the most common symptoms of 

anxiety, or the DASS (Lovibond & Lovibond, 1995), which provides a broader 

assessment of depressive, stress, and anxiety symptoms, can assist in identifying 

areas in greatest need of intervention for adolescents and adults. These screening 

tools are available in the public domain and have been translated into multiple 

languages. Self-report and caregiver/parent report measures for specific AFRDs 

can be useful in treatment planning and can also be administered throughout 

treatment to assess response to intervention. Psychometric properties of mea-

sures should be considered as well as whether the norms available for a partic-

ular test are representative of the individual being tested.

GENERALIZED ANXIETY DISORDER

Presentations and Symptom Patterns

GAD is characterized by excessive, intense, pervasive, and generalized anticipa-

tory apprehension of multiple events or situations that result in significant sub-

jective distress or impairment of daily functioning. The focus of apprehension 

shifts across a range of everyday life concerns or may be articulated as “free-

floating” apprehension, discomfort, or dread related to unspecified negative out-

comes. Some individuals with GAD have difficulty specifying the cognitive 

content of their worries and instead report chronic generalized somatic symp-

toms. Despite significant associated distress or impairment, many individuals 

with GAD believe that their worry has a positive functional value, such as 

helping them to be better prepared for future threats. Avoidance behaviors are 
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not as prominent as those found in other AFRDs; if present, they often take the 

form of social isolation, procrastination, and refraining from participating in 

day-to-day activities (Hendriks et al., 2014).

Differential Diagnosis

GAD shares a number of symptoms with depressive disorders, such as poor con-

centration, dread, sleep disturbance, and pessimistic thoughts. However, unlike 

depression, GAD lacks prominent signs of depressed mood, anhedonia, vegeta-

tive symptoms of decreased appetite and weight loss, periodic crying, suicidal 

ideation, early morning awakening, and desperate feelings of hopelessness and 

worthlessness. GAD and depression can be diagnosed together if symptoms of 

GAD have been present before the onset or following complete remission of a 

depressive episode.

Developmental Course

The clinical course of GAD is insidious and chronic. Median age of onset tends 

to be later than for other AFRDs. GAD is rarely diagnosed in young children and 

more often diagnosed during or after late adolescence with the development of 

cognitive capacities related to worry. In general, females have an earlier symptom 

onset than males as well as twice the prevalence (Copeland et al., 2014). Earlier 

onset of GAD is associated with greater co-occurrence with other mental dis

orders. Across the life span, worry content changes in developmentally expected 

ways such that children are usually more concerned about school, sports, family, 

and safety, whereas adolescents are more concerned about performance, perfec-

tionism, and meeting expectations. Among older adults, the focus of worry 

shifts to that of health status, illnesses, and personal safety, such as falling. 

Untreated, worry and anxiety in GAD wax and wane but usually persist 

across the life span, with gradual reduction after middle age, including spon-

taneous remission.

Assessment

It is common for individuals seeking help to report worry. Often these worries 

are associated with acute life stressors and need to be differentiated from the 

chronic worry or apprehension characteristic of GAD. Eliciting information 

about the duration of symptoms of worry/apprehension, the amount of time 

spent worrying each day, and whether symptoms occur outside periods of 

low mood or anhedonia is important for establishing a diagnosis. Individuals 

with GAD often report that they have a long-standing history of worrying 

regardless of what the topic might be. Establishing the impact of worry/

apprehension on functioning, such as sleep duration and quality, behavioral 

rigidity (e.g., taking the same route home), and avoidance is useful for planning 

targeted interventions.
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PANIC DISORDER

Presentations and Symptom Patterns

Panic disorder is characterized by recurrent and unexpected panic attacks that 

are not restricted to particular stimuli or situations. A panic attack is an episode 

of intense fear that reaches a peak within minutes, during which a number of 

physical and cognitive symptoms occur. The sudden onset and intense severity 

of panic attacks differentiate them from normal situation-bound anxiety. Panic 

disorder is also differentiated from normal fear reactions by recurrence of panic 

attacks, persistent concern about future panic attacks or their meaning (e.g., 

impending heart attack), or changes in behavior. These symptoms are sufficiently 

severe to result in significant impairment in important areas of functioning.

An isolated panic attack is a common experience in the general population 

and often associated with periods of extreme stress or life changes and is typi-

cally not associated with concerns about the meaning of bodily symptoms of 

anxiety or with changes in behavior. Panic-related apprehension may be a key 

factor in the subsequent development of panic disorder and usually consists of 

three aspects: (a) perceived likelihood of panic occurrence, (b) the perceived 

negative consequences, and (c) the perceived efficacy in panic coping.

Panic attacks can also occur in the context of other AFRDs when they are 

specifically “cued” by exposure or anticipation of exposure to the focus of 

apprehension in the particular disorder (e.g., anticipating giving a speech in 

social anxiety disorder). If panic attacks occur specifically in response to antic-

ipation or confrontation with the focus of apprehension in another AFRD or 

are entirely explained by the phenomenology of another disorder, a “with 

panic attacks” specifier can be added to the main diagnosis to indicate the pres-

ence of such “cued” panic attacks; a separate diagnosis of panic disorder should 

not be given.

Panic disorder is also characterized by frequent worries about having panic 

attacks and their possible consequences, including (a) the presence of a life- 

threatening illness (e.g., a heart attack); (b) social concerns, such as embar-

rassment or fear of being judged negatively by others because of visible panic 

symptoms; and (c) concerns about mental functioning, such as “going crazy” or 

losing control. The frequency and severity of panic attacks can vary widely 

depending on individual coping style and avoidance behavior. Often maladap-

tive behaviors are employed to minimize occurrence of panic attacks. Examples 

include avoiding physical exertion, reorganizing daily life to ensure help is avail-

able in the event of a panic attack, restricting usual daily activities, and avoiding 

situations (e.g., public transportation). If intense fear of multiple situations is 

present, a separate diagnosis of agoraphobia can be assigned.

Panic attacks in panic disorder should not be explained by another medical 

condition (e.g., adrenal gland tumor), although panic disorder can be comorbid 

with medical conditions (e.g., asthma). Panic attacks in panic disorder should 

also be differentiated from the effects of substances (e.g., stimulants), as well 

as the withdrawal effects of various medications (e.g., sedatives) and alcohol.
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Differential Diagnosis

Symptoms of panic/anxiety are common during substance use or withdrawal, 
which should be distinguished from primary AFRDs. Although a substantial 
number of individuals with panic disorder also eventually develop agoraphobia 
as a result of experiencing multiple “uncued” panic attacks in various situations, 
agoraphobia in ICD-11 is classified as a distinct disorder, based on evidence that 
agoraphobia exists in individuals who never experienced panic attacks or  
panic-like symptoms (Wittchen et  al., 2010). Severity of initial panic attacks 
may be predictive of the development of co-occurring agoraphobia (Pané-Farré 
et al., 2014).

Developmental Course

Mean onset of panic disorder is between 21 and 35 years, and prevalence grad-
ually reduces with age (Olaya et al., 2018). Panic disorder is rarely diagnosed in 
young children because attributions about the meaning of bodily symptoms is 
not yet developed at this stage. Significant life events often precede the onset of 
panic disorder, including interpersonal and work-related stressors or threats to 
physical well-being.

Assessment

Interviews should include detailed questions about panic symptoms, onset (typ-
ically within 10 to 15 minutes), as well as recurrence and frequency of panic 
attacks. Assessment of the context in which symptoms have their onset can 
assist in differentiating “uncued” panic attacks in panic disorder from those that 
occur in other AFRDs. The focus of apprehension in panic disorder is elicited by 
asking what the individual was afraid of during the panic attack. It may be nec-
essary to ask the patient to monitor their symptoms, the context in which they 
occur, and the associated thoughts that arise to confirm the diagnosis as well as 
obtain useful information for treatment planning (e.g., distorted cognitions 
about the danger of bodily symptoms). It is common for individuals with panic 
disorder to begin avoiding situations in which they have experienced panic 
attacks. Therefore, behavioral changes related to panic symptoms such as avoid-
ance, adoption of safety behaviors, and escape, which all serve to reinforce the 
mistaken notion that panic attacks are dangerous, should be assessed. Suicide 
risk should be evaluated; individuals with panic disorder, particularly those with 
co-occurring depressive disorders, are at higher risk (Teismann et al., 2018).

AGORAPHOBIA

Presentations and Symptom Patterns

Agoraphobia is characterized by marked and excessive fear or anxiety that 
occurs in response to exposure or anticipation of a wide range of situations 
where escape might be difficult or help might not be available, such as using 

public transportation, being in crowds, being outside the home alone, in shops, 
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in theatres, or standing in line. The focus of apprehension in these situations is 
the fear of specific negative outcomes such as panic attacks or other incapaci-
tating (e.g., falling) or embarrassing physical symptoms (e.g., incontinence). 
These situations are actively avoided or are entered only when accompanied by 
a trusted person, or else they are endured with intense fear or anxiety. Other 
avoidance strategies may include going to certain places only at particular times 
of day or carrying specific materials (e.g., medication) in case of the feared neg-
ative outcome.

Differential Diagnosis

Fear or anxiety is evoked nearly every time the individual comes into contact 
with the feared situations. An individual who becomes anxious occasionally in 
one agoraphobic situation is not diagnosed with agoraphobia (Emmelkamp & 
Meyerbröker, 2019); in this case, diagnosis of specific phobia may be more 
appropriate. Avoidance of multiple situations can occur in a variety of mental 
disorders including other AFRDs. Eliciting the focus of apprehension assists in 
determining whether the avoidance relates to a fear of a negative outcome in 
situations in which escape is difficult or help is unavailable. For example, indi-
viduals with separation anxiety disorder avoid situations but do so to prevent or 
limit being away from an attachment figure for fear of losing them. Individuals 
with psychotic disorders may avoid situations because of persecutory or para-
noid delusions.

Panic attacks associated with agoraphobia occur exclusively in or in anticipa-
tion of entering feared situations rather than “uncued” as in panic disorder. The 
“with panic attacks” specifier can be included in the diagnosis to indicate pres-
ence of “cued” panic attacks. It is unclear why some individuals with panic 
attacks start avoiding situations while others do not. Both disorders may be diag-
nosed if both “cued” and “uncued” panic attacks are present.

Developmental Course

Initial onset of agoraphobia is typically before age 35, with a chronic course and 
low remission rate if untreated (de Lijster et al., 2017). The clinical features of 
agoraphobia are relatively consistent across the life span, although situations 
that trigger fear and avoidance as well as the type of cognitions may change. For 
example, for children being outside their home alone is the most frequently 
feared situation, whereas in adults standing in line in a shop and being in open 
spaces are most often feared, and in older adults fear of falling is common 
(Emmelkamp & Meyerbröker, 2019). Most individuals with agoraphobia expe-
rience some panic attacks or show some signs of anxiety before the onset of 
agoraphobia or panic disorder. Severity is predictive of chronicity and lower 
remission rates in treated individuals.

Assessment

A key issue is correctly ascertaining the focus of apprehension. Individuals with 

agoraphobia often report specific scenarios that they anticipate will occur upon 
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entering situations where they fear no one will be there to assist them or it will 
be impossible to escape. Obtaining a list of feared situations as well as the degree 
of avoidance of those situations helps with making the diagnosis as well as plan-
ning exposure exercises. Similarly, eliciting the specific cognitions that arise 
during or in anticipation of entering feared situations informs targets for cogni-
tive restructuring and behavioral experiments.

SPECIFIC PHOBIA

Presentations and Symptom Patterns

Specific phobia is characterized by marked and excessive fear/anxiety that con-
sistently occurs upon exposure or in anticipation of exposure to one or more 
objects or situations. The fear is out of proportion to the actual danger posed by 
the specific object or situation. The focus of apprehension in specific phobia is 
directly connected to the feared stimulus. Deciding whether fears are out of 
proportion to the actual danger can sometimes be difficult (e.g., snake phobia 
where poisonous species are common) and further complicated by the person’s 
subjective cognitive appraisal of danger. Determination of whether fears are 
excessive should be made with developmentally and culturally normative fears 
in mind. To qualify for a diagnosis of specific phobia, a person must experience 
intense fear nearly every time they are exposed to the feared object or situation. 
Feared objects or situations are clearly circumscribed and most often external to 
the person.

Feared stimuli are either actively avoided or tolerated with distress. Func-
tioning can also be significantly affected by specific phobia. In other cases, 
however, fears of specific situations or objects do not engender functional 
impairment. For example, a person with flying phobia may not experience 
any impairment until there is a sudden and unavoidable need for air travel. 
The diagnosis should only be made if the symptoms result in significant dis-
tress or significant impairment in functioning.

When confronted with the feared object or situation, individuals with specific 
phobia exhibit immediate and intense autonomic nervous system arousal giving 
rise to a sudden surge of concurrent physiological symptoms such as palpi-
tations, flushing, trembling, shortness of breath, and dizziness. Anxiety may 
become so intense that it results in panic attacks, which can be indicated using 
the “with panic attacks” specifier. Alternatively, an individual may exhibit a 
startle response with overwhelming fear resulting in either freezing or escape 
behavior. Fear of blood, injection, or injury may also include reactions of disgust 
or a vasovagal crisis, which can cause fainting spells.

Differential Diagnosis

Specific phobia shares symptoms with panic disorder, agoraphobia, and social 
anxiety disorder. A diagnosis of specific phobias is often made after consid-
ering the focus of apprehension and through a process of elimination.
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Developmental Course

Because specific phobia usually precedes the onset of other mental disorders, it 

has sometimes been considered a possible early-life indicator of vulnerability 

(Wardenaar et al., 2017). The etiology of specific phobia may be attributable to 

real-life experiences with the feared object or situation, learned vicariously, or 

through information transmission. Active avoidance of contact of the feared 

stimulus serves as a maintaining factor through negative reinforcement whereby 

individuals do not have the opportunity to learn that the stimulus or situation is 

not dangerous.

Specific phobia can occur in children as young as 3 but must be distinguished 

from developmentally normative fears (e.g., fear of the dark). Children usually 

fear tangible objects or situations, and fear is often manifested by freezing, 

tantrums, or crying rather than verbal expression of fears. In adolescence 

and adulthood, cognitively mediated fear responses such as perceived proximity 

to the feared stimuli, or expectations of encountering the feared stimuli, are 

sometimes sufficient to trigger a full-blown fear response or panic attack.

Assessment

Interviews should focus on eliciting a description of the focus of apprehension, 

intensity of symptoms, and degree of avoidance. To determine whether fear is 

excessive, patients can be queried as to whether they believe they are more 

fearful of the stimulus or situation than other people or than they believe they 

ought to be. The determination of excessiveness must consider what is develop-

mentally and culturally normative.

SOCIAL ANXIETY DISORDER

Presentations and Symptom Patterns

Social anxiety disorder is characterized by marked and excessive fear or anxiety 

that occurs consistently in one or more social situations such as social inter-

actions, doing something while feeling observed, or performing in front of 

others. The focus of apprehension is the concern that the individual will act 

in a way that will be negatively evaluated by others or show symptoms of 

anxiety that will be humiliating, embarrassing, lead to rejection, or be offen-

sive to others. These social situations are consistently avoided or endured with 

intense fear or anxiety.

The social situations that represent the focus of apprehension may be limited 

or may be generalized to all social situations, which is a marker of greater 

severity. Common features include physical symptoms of blushing, sweating, 

trembling, and fears of negative evaluation. Fear in social situations may be so 

intense as to result in panic attacks in which case the “with panic attacks” spec-

ifier can be assigned. People with social anxiety disorder often have difficulty 
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functioning in work settings that require interaction with others, tend to have 

fewer social supports, and have elevated rates of suicide attempts.

Differential Diagnosis

The diagnosis of social anxiety disorder should not be diagnosed to describe shy-

ness, a normal temperamental variant, or developmentally appropriate stranger 

anxiety or behavioral inhibition in children. Other AFRDs may also manifest in 

social situations but the respective foci of apprehension differ from the fear of 

negative evaluation that characterizes social anxiety disorder. Many individuals 

with social anxiety disorder also experience panic attacks that are cued by social 

situations or in anticipation of social situations and individuals with panic dis-

order may report a fear of social situations because of their concern that others 

will judge them negatively if their panic symptoms are observable. Both dis

orders can co-occur, and it is important to ask about both recurrent “cued” and 

“uncued” panic attacks.

Assessment

Interviews should query the individual’s focus of apprehension in a variety of 

social settings that can be roughly grouped into those that are performance 

related and interactional. Generally, severity increases with the number of social 

situations that trigger anxiety. Self-monitoring of symptoms by patients can be 

useful in determining social situations that are most feared, which informs treat-

ment sequencing as well as reveals fearful cognitions that are targets of treat-

ment themselves.

SEPARATION ANXIETY DISORDER

Presentations and Symptom Patterns

Separation anxiety disorder is characterized by marked and excessive fear or 

anxiety about being separated from attachment figures, defined as those to 

whom an individual has a deep emotional bond (Kogan et al., 2016). Separa-

tion anxiety disorder can be diagnosed across the life span, although the symp-

toms vary based on developmental stage. Separation anxiety disorder is the 

most frequently diagnosed AFRDs of childhood (Cartwright-Hatton et al., 

2006) and is more common among adults than once thought (Silove et al., 

2015). The focus of apprehension typically involves imagined scenarios of  

prolonged separation or harm befalling an attachment figure or to the indi-

vidual themselves. Childhood fears of separation can continue into adulthood; 

even when it is not persistent, its presence increases risk of developing a variety 

of disorders. However, a substantial proportion of adults with separation anxiety 

disorder experience adult onset without a childhood history of the disorder 

(Silove et al., 2015).
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Level of impairment is relevant for determining current treatment needs. 

School refusal among children is common and impairing for both the affected 

individual and parents/caregivers and other family members. School refusal 

also reduces opportunities for peer interactions, serving as a risk factor for 

future social skills deficits and isolation (Shear et al., 2006). Most adults with 

separation anxiety disorder report one or more social role impairments, and 

half of those individuals experience severe impairment (Shear et al., 2006). 

Some individuals with separation anxiety disorder may have such intense 

anxiety cued by separation or anticipated separation from attachment figures 

that they may experience panic attacks, which can be documented using the 

“with panic attacks” specifier. The presence of panic attacks is often a marker 

of severity.

Differential Diagnosis

Separation anxiety disorder often co-occurs with other mental disorders, partic-

ularly other AFRDs (Shear et al., 2006). Possible differential diagnoses vary 

according to age. Oppositional behaviors (e.g., school refusal) are more likely to 

be observed in children and adolescents and may be related to fears of separa-

tion rather than evidence of oppositional defiant disorder. Childhood adversity 

and lifetime trauma have also been associated with separation anxiety disorder 

across the life span (Silove et al., 2015), highlighting the need to assess for the 

presence of disorders specifically associated with stress, which may co-occur 

with or better explain symptoms. Among adults, it is important to consider the 

possibility that fear of separation may be consistent with personality disorders, 

particularly among those individuals exhibiting dependency or a borderline 

pattern.

Developmental Course

Although separation anxiety disorder is the most common AFRD during child-

hood, in the majority of individuals, it does not persist into adulthood (Copeland 

et al., 2014; Kessler et al., 2012). Family adversity and exposure to trauma are 

often antecedents, although not predictive of disorder persistence (Silove et al., 

2015). In contrast, severity of symptoms (rather than impairment) appears 

to be predictive of a longer course (Foley et al., 2008). Separation anxiety dis-

order is a waxing and waning disorder with periods of exacerbation often 

coinciding with life transitions associated with separation.

Symptoms vary across the life span. Young children are more likely to expe-

rience nightmares and distress in anticipation of separation. They are less likely 

to articulate specific concerns but rather manifest their symptoms behaviorally 

by refusing to sleep alone, throwing tantrums, or becoming excessively clingy. 

Adolescents are more likely to present with physical symptoms with accompa-

nying specific worries of separation. Among adults, the focus of apprehension 

typically shifts to their own children and romantic partners. Although physical 
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symptoms may be reported, more elaborate worries of separation and cata-
strophic outcomes are likely to be endorsed (Allen et al., 2010).

Assessment

Concerns about separation from attachment figures is common among children 
(Muris et al., 2002), particularly at developmental milestones. Interview ques-
tions and measures should distinguish developmentally normative reactions 
from problematic behaviors warranting clinical attention. The degree of severity 
of symptoms, impact on functioning, environmental factors, and co-occurring 
disorders provide valuable information for case conceptualization and treatment 
planning. Attribution of problematic behaviors such as tantrums and school 
refusal are more difficult to assess in younger children, for whom assessment 
relies more heavily on parental interviews and reports, behavioral observations, 
and functional behavioral analysis (Krajniak et al., 2016). Observations of 
parent–child interactions are useful, including assessment of parental intrusive-
ness and overprotectiveness, which may inadvertently undermine acquisition of 
autonomy skills (Wood, 2006). For adults, it is usually possible to elicit the focus 
of apprehension and distinguish fears of separation from fears characteristic of 
other AFRDs.

SELECTIVE MUTISM

Presentations and Symptom Patterns

Selective mutism, a relatively rare disorder, has an early age of onset. Clinical 
features include a consistent pattern of restricted or absent speech in specific 
settings where speech is expected with normal speech in other settings (most 
typically at school vs. home). Symptoms are expected to be present for at least 
1 month and not during the first month of beginning school when many chil-
dren are reluctant to speak until they adjust to the novel environment and social 
demands. Selective mutism is classified as an AFRD based on evidence that the 
primary characteristic of the disorder is fear/anxiety (e.g., Sharp et al., 2007).  
A focus of apprehension is not included as an essential feature because the pre-
ponderance of those affected are young children who are often not able to ver-
balize reasons for their fears.

Selective mutism often co-occurs with other AFRDs, particularly social 
anxiety disorder (Vecchio & Kearney, 2005; Yeganeh et al., 2003). However, 
most children with selective mutism also exhibit distinct characteristics in addi-
tion to anxiety—in particular, mild speech and language problems or oppo-
sitional behaviors not typically observed in children with social anxiety 
disorder. Impairment ranges in severity and is usually defined by the number 
of individuals and contexts in which a child is able to speak as well as the extent 
of communication observed in those contexts. Paucity of speech can interfere 
with the development of social and academic skills leading to further isolation 
and reinforcement of selectivity of speech.

Co
py

rig
ht

 A
m

er
ic

an
 P

sy
ch

ol
og

ic
al

 A
ss

oc
ia

tio
n.

 N
ot

 fo
r 

fu
rt

he
r 

di
st

rib
ut

io
n.



Anxiety and Fear-Related Disorders  149

Differential Diagnosis

Although commonly co-occurring, selective mutism and social anxiety dis-

order can often be differentiated based on typical age of onset (between 3 and 

5 years for selective mutism compared with 11 to 13 years for social anxiety 

disorder; Kristensen, 2001). Children with selective mutism often enjoy social 

interactions where there is no expectation of speech, whereas those with 

social anxiety disorder typically avoid all social interactions (Kotrba, 2015). 

Many children who are reluctant to speak may be temperamentally shy 

rather than have selective mutism. Shy children are usually slower to connect 

with others but, with time, will engage in conversation.

Communication difficulties in selective mutism are typically mild and may 

not meet the diagnostic threshold for a developmental speech or language 

disorder. Unlike those with selective mutism, individuals with developmental 

speech or language disorder exhibit the same difficulties across situations and 

people. When oppositional behaviors are present in children with selective 

mutism, they typically occur in response to anxiety-provoking situations—

namely, when speech is required (Cohan et al., 2008). Speech may be limited 

for some individuals with autism spectrum disorder, but unlike those with 

selective mutism, paucity of speech and impairment in social communication 

is generalized across contexts. Measures of intellectual ability focusing less on 

verbal performance can assist in differentiating selective mutism from dis-

orders of intellectual development. Panic attacks are not a feature of selective 

mutism and would suggest the presence of another disorder.

Developmental Course

The natural course of selective mutism is not well established. However, absence 

of speech in selective contexts tends to remit with increasing age (Remschmidt 

et al., 2001). Many individuals with selective mutism go on to develop another 

disorder, most often social anxiety disorder. Follow-up after treatment with CBT 

suggests increasing remission rates over time from 50% at 1 year to 70% at 

5 years (Oerbeck et al., 2014, 2015). Selective mutism in adulthood is exceed-

ingly rare, and selectivity of speech is typically consistent with clinical features 

of social anxiety disorder.

Assessment

Direct assessment of the child may be difficult because of refusal to speak. 

Gradual building of rapport and emphasizing alternative means of interacting 

often results in engagement on the part of the child. Asking about parental/

caregiver responses to children’s restricted speech informs whether parental 

behavior should also be a target of treatment. As described in the CDDR, it is 

important to establish whether restricted speech may be related to language 

proficiency in a second language or other environmental factors that may 

better explain the lack of speech in particular contexts. Evaluation of speech, 
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language, and academic functioning should be conducted, emphasizing recep-

tive language tests and parent/caregiver reports.

CO-OCCURRING DISORDERS FOR AFRDs

More than half of patients with AFRDs report symptoms consistent with more 

than one of the included disorders (Kessler et al., 2005). As such, ICD-11 permits 

diagnosis of multiple AFRDs if the diagnostic requirements for each disorder are 

met. Co-occurrence of AFRDs and anxiety symptoms more generally with other 

mental disorders is common, including depressive disorders and disorders of 

substance use, as well as, among children, externalizing disorders (e.g., oppo-

sitional defiant disorder; Essau, 2003). AFRDs often precede the onset of 

co-occurring disorders. However, comprehensive assessments should attempt 

to attribute symptoms to the minimum number of disorder entities neces-

sary to account for the symptoms. If, after this process, co-occurrence is still 

present, it will influence the sequence and content of treatment.

AFRDs should be also differentiated from medical conditions. The CDDR note 

that various medical conditions (e.g., respiratory diseases) can present with 

somatic symptoms that are akin to or exacerbate those observed in AFRDs. Col-

laboration with a patient’s primary care physician or other health professional as 

well as eliciting information about medical history in a clinical interview will 

help determine whether medical conditions may better explain or be exacer-

bating an existing AFRDs.

CULTURAL AND CONTEXTUAL CONSIDERATIONS IN AFRDs

In some cultures, anxiety and associated distress are more likely to be reported 

as somatic complaints rather than in emotional and cognitive terms. Further-

more, psychological attributions of anxiety may be perceived as socially stigma-

tizing, leading to an underreporting of anxiety. Therefore, it may be more 

difficult to elicit the focus of apprehension and consequently differentiate among 

the AFRDs. An evaluation of behavior can be used to infer a focus of apprehen-

sion. In the case of GAD, the CDDR specify that general apprehensiveness, 

which may be manifested as somatic symptoms rather than worry, is sufficient 

to meet one of the core diagnostic requirements.

The ICD-11 CDDR rely on clinical judgment to assess the presence of certain 

required features. For example, in specific phobia, it is expected that the fear of 

a specific stimulus must be excessive. Therefore, determinations of what is nor-

mative should be made based on comparisons with an individual’s stated cul-

tural identity. For example, people from collectivistic cultures are more accepting 

of socially reticent and withdrawn behaviors, whereas those from individualistic 

cultures see such behaviors as socially inadequate. Self-report measures of 

anxiety are also influenced by culture. The validity of translations of measures 
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as well as adequate cross-cultural testing to establish comparable norms should 
be established before administration and interpretation.

KEY POINTS

•	 In the ICD-11, all disorders with anxiety or fear as the primary clinical 
feature are classified in the grouping of anxiety and fear-related disorders 
(AFRDs). Most AFRDs occur across the life span, although with develop-
mentally distinct presentations.

•	 AFRDs are the most prevalent type of mental disorder. Untreated, they are 
associated with a chronic course, often resulting in significant impairment.

•	 AFRDs are distinguished from one another by their focus of apprehension. 
The focus of apprehension is the specific stimulus or situation that the 
individual reports as triggering their fear or anxiety.

•	 In the ICD-11, panic attacks can occur in the context of panic disorder, as 
well as another AFRD or mental or behavioral disorder. For panic disorder 
to be diagnosed, the individuals must have recurrent “uncued” attacks. For 
other AFRDs (except selective mutism), “cued” panic attacks may occur in 
response to exposure or anticipation of the focus of apprehension. A “with 
panic attacks” specifier can be applied in such cases, and a separate diag-
nosis of panic disorder should not be assigned.

•	 Severity is reflected in the degree of generalization of the anxiety or fear to 
multiple contexts, the frequency, intensity, and duration of anxiety symp-
toms, as well as co-occurrence with other AFRDs and other mental disorders.

•	 Behavioral manifestations of AFRDs include various avoidance, escape, 
and safety behaviors. For treatment planning, it is critical to understand 
behaviors specific to the individual through clinical interview and ongoing 
monitoring. The use of validated measures can also be helpful.

•	 AFRDs often co-occur and can be diagnosed together if the diagnostic 
requirements for multiple disorders are met. AFRDs also co-occur fre-
quently with other mental disorders, particularly depressive disorders and 
disorders due to substance use. Co-occurring conditions are an indicator of 
greater severity and suggest a higher risk of suicidality.

•	 Multiple sources are used to conduct a differential diagnosis; establish the 
baseline severity, frequency, and duration of symptoms; develop a case formu-
lation; select treatments; evaluate treatment efficacy; and monitor for relapse.
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9
Obsessive-Compulsive and 
Related Disorders
Christine Lochner, Paulomi M. Sudhir, and Dan J. Stein

OVERARCHING LOGIC

The grouping of obsessive-compulsive and related disorders (OCRDs) in the 

11th revision of the International Classification of Diseases (ICD-11; World Health 

Organization [WHO], 2023) includes obsessive-compulsive disorder (OCD), body 

dysmorphic disorder, olfactory reference disorder, hypochondriasis (health  

anxiety disorder), and hoarding disorder. It also includes the subgrouping of 

body-focused repetitive behavior disorders, which comprise trichotillomania 

(hair-pulling disorder) and excoriation (skin-picking) disorder. Because hypo-

chondriasis, also referred to as health anxiety disorder, is associated with anxiety 

about illness, this disorder is cross-listed in the ICD-11 grouping of anxiety and 

fear-related disorders. Tourette syndrome, which is classified as a tic disorder in 

the section on movement disorders in the ICD-11 chapter on diseases of the ner-

vous system, is also cross-listed in the OCRD grouping as well as in the neuro-

developmental disorders grouping because of frequent co-occurrence and 

familiality with other disorders in these sections.

OCRDs are characterized by persistent intrusive thoughts and/or repetitive 

behaviors. OCRD symptoms are egodystonic (i.e., inconsistent with one’s funda-

mental beliefs and self-image), time-consuming, and result in significant distress 

and/or functional impairment. Emerging evidence suggests that parallel clinical 

features seen in different OCRDs are based in part on overlapping neuro

anatomical, neurochemical, and genetic features of these conditions, as well as 

https://doi.org/10.1037/0000392-009
A Psychological Approach to Diagnosis: Using the ICD-11 as a Framework, G. M. Reed,  
P. L.-J. Ritchie, and A. Maercker (Editors)
Copyright © 2024 by the American Psychological Association and the International 
Union of Psychological Science. All rights reserved.
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cognitive and affective similarities (Stein et al., 2016). This helps explain why 

the conditions in the OCRD grouping frequently co-occur, why similar 

approaches to assessment and evaluation are useful across the grouping, and 

why some OCRDs also share similar responses to specific pharmacological and 

psychological interventions (Fineberg et al., 2014). By establishing a grouping of 

OCRDs, the ICD-11 emphasizes the clinical importance of repetitive thoughts 

and behaviors in assessment and treatment. The grouping is also intended to 

increase awareness of often-overlooked conditions such as excoriation disorder 

as well as often misdiagnosed conditions such as olfactory reference disorder, 

therefore facilitating the use of evidence-based treatments. So, for example, 

even though people with body dysmorphic disorder often present to cosmetic 

surgeons with thoughts or beliefs that appear to be delusional, the OCRD 

grouping signals the appropriate treatment is likely to have more in common 

with OCD than with delusional disorder.

The different OCRDs are distinguished by the fact that the focus of pre

occupation and the nature of the repetitive behaviors are distinct for each 

(World Health Organization, 2024). In body dysmorphic disorder, symptoms 

are focused on appearance concerns and related behaviors, in olfactory ref-

erence disorder, symptoms are centered on body odor concerns and related 

behaviors, and in hypochondriasis, symptoms focus on illness concerns and 

related behaviors. A description of the specific presentations of each of the 

OCRDs is provided in subsequent sections of this chapter.

A PSYCHOLOGICAL APPROACH TO OCRDs

Cognitive behavioral models of OCRDs emphasize the role of faulty appraisals 

and dysfunctional beliefs in the development and maintenance of these 

disorders (Calkins et al., 2013). Misappraisals of the significance of intrusive 

thoughts—particularly those that interpret them as informative, important, 

dangerous, or predictive of harm—are at the core of OCRDs such as OCD, 

body dysmorphic disorder, olfactory reference disorder, hypochondriasis, and 

hoarding disorder. These misappraisals lead to increased anxiety and distress, 

and performance of behaviors aimed at reducing these emotions or the per-

ceived likelihood of the catastrophic consequence occurring, thus preserving 

the symptoms through negative reinforcement.

In turn, dysfunctional beliefs may underlie vulnerability to develop mis

appraisals in response to intrusive thoughts. For example, an inflated sense of 

responsibility and overestimation of threat, based in a belief that harm can 

happen if one is not careful, are implicated in the development and mainte-

nance of OCD and other OCRDs that involve the enactment of rituals (e.g., “If  

I do not pray correctly, I will be responsible for my child’s death”). Beliefs related 

to perfectionism may also play a role—for example, through their contribution 

to a sense of “just right” experiences in OCD, or the need to complete repetitive 

behaviors in “just the right way” in body-focused repetitive behavior disorders. 

Other beliefs that can play a role in the development and maintenance of OCRDs 
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are the beliefs that absolute certainty is necessary, all thoughts are meaningful 

and should be controlled, and thoughts are equivalent to actions (sometime 

referred to as thought–action fusion).

It is notable, however, that some individuals with OCRDs do not seem to 

have dysfunctional cognitions. An alternative psychological model is that 

compulsions in OCRDs are derived from excessive habit formation and defi-

cits in the ability to inhibit behaviors and typical OCRD cognitions may, 

therefore, be post hoc rationalizations of the compulsive behavior (Gillan & 

Robbins, 2014). This is consistent with some OCRDs having been historically 

termed habit disorders and with the observation that the repetitive behaviors 

characteristic of OCRDs are often characterized by automaticity and reduced 

awareness. Precipitants of behaviors such as hair-pulling and skin-picking in 

trichotillomania and excoriation disorder, respectively, may include negative 

emotional states such as low mood or boredom. Learning theories also 

describe the maintenance of these body-focused repetitive behaviors through 

a cycle of negative reinforcement as a result of tension release and positive 

reinforcement in the form of relief or pleasure (Roberts et al., 2013).

Experiential avoidance, which refers to an avoidance of or reluctance to be 

in contact with unpleasant emotional states or experiences (Hayes et al., 

1996), is another core aspect of OCRDs. Experiential avoidance occurs in 

response to distress and anxiety and has a maladaptive regulatory function 

because it ultimately maintains distress through inadequate emotional pro-

cessing. In OCD, for example, it manifests as the avoidance of discomfort 

when negative affect is diminished by the enactment of compulsions. Experi-

ential avoidance is a transdiagnostic phenomenon, present in OCRDs but also 

in other disorders (e.g., the anxiety or fear-related disorders), where anxiety 

is central.

There is a growing integration of cognitive-behavioral models of OCRDs with 

work on neuropsychology and neuroimaging. Cortical–striatal–thalamo– 

cortical (CSTC) circuitry, for example, is involved in response inhibition, reversal 

learning and set-shifting, cognitive flexibility, planning, and goal-directed 

behavior, which are impaired in various OCRDs (Abramovitch et al., 2013; 

Robbins et al., 2019). Furthermore, cognitive-behavioral models have provided 

a key foundation for intervention in OCRDs; cognitive-behavioral techniques 

including cognitive restructuring, exposure and response prevention, awareness 

training, emotion regulation, and habit reversal training are first-line approaches 

to the treatment of these conditions.

OBSESSIVE-COMPULSIVE DISORDER

Presentations and Symptom Patterns

OCD is the prototypic exemplar of the OCRDs in the ICD-11, with intrusive, 

repetitive, and persistent thoughts, images and impulses/urges, and repetitive 

behaviors (including mental acts) at its core. The explicit content of these 
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intrusive thoughts and compulsions most commonly fall on a few well- 
described dimensions: contamination fears with washing and cleaning compul-
sions; concerns about harm to self or others with checking compulsions;  
forbidden or taboo aggressive, sexual, or religious thoughts with related mental 
rituals or other compulsions; and symmetry obsessions with repeating, ordering, 
and counting compulsions. These thoughts, images, urges, or impulses are dis-
tressing and commonly associated with anxiety, disgust, or shame. Compulsions 
are typically performed in response to an obsession, to reduce the associated 
anxiety or distress, according to rigid rules, or to achieve a sense of “complete-
ness.” As noted, several belief domains are central in OCD: an inflated sense of 
responsibility; overestimation of threat; perfectionism; intolerance of uncer-
tainty; and overvaluation of the power of thoughts. Symptoms involving a 
sense of incompleteness may be associated with tics and anankastic personality 
traits (see Chapter 17, this volume, on personality disorder).

Differential Diagnosis

Subclinical obsessions and compulsions are relatively common in the general 
population. However, OCD is diagnosed only when these symptoms are 
time-consuming (e.g., take more than 1 hour per day) and cause functional 
impairment or significant distress. OCD should also be differentiated from 
feeding and eating disorders, which may involve intrusive thoughts and repet-
itive behaviors that are mainly related to body weight or shape. There may also 
be strong similarities between repetitive behavior patterns associated with OCD 
and those observed in people with autism spectrum disorder. Unlike in OCD, 
people with autism spectrum disorder generally experience their repetitive 
interests or behaviors as egosyntonic and consistent with their identity and self-
image. OCRDs and anxiety and fear-related disorders share recurrent thoughts, 
avoidance behaviors, anxiety, and requests for reassurance. However, in 
OCD, recurrent thoughts are more likely to involve odd or irrational content 
(e.g., intrusive images of harming a friend) and are typically accompanied by 
compulsions. Panic attacks may also be seen in OCD; when these are entirely 
explained by OCD (e.g., when an individual is prevented from enacting a com-
pulsion), an additional diagnosis of panic disorder is not warranted. The Clinical 

Descriptions and Diagnostic Requirements for ICD-11 Mental, Behavioural and Neuro

developmental Disorders (CDDR; WHO, 2024) for OCD describe its differentia-
tion from a range of other disorders.

Developmental Course

Onset of OCD is usually gradual, typically in late adolescence or the early 20s. 
Childhood-onset OCD is more common in boys, whereas the gender ratio 
reverses during or after puberty. Earlier age of onset is associated with poorer 
outcomes due to interference of symptoms with achieving developmental 
milestones (e.g., forming peer relationships or acquiring academic skills). 
Diagnostic requirements for OCD are the same for all ages. However, children 
with OCD are more likely than adults to have tic-like compulsions, which may 
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constitute simple, repetitive movements (e.g., tapping and touching). Young 

children often lack insight into the irrationality of their actions, with almost half 

of them denying that their compulsions are driven by obsessions. Co-occurrence 

of attention deficit hyperactivity disorder (ADHD) and tics is associated with 

childhood-onset OCD, whereas co-occurring depressive and anxiety symptoms 

are more common when the onset of OCD is during or after puberty.

BODY DYSMORPHIC DISORDER

Presentations and Symptom Patterns

In body dysmorphic disorder, the intrusive, repetitive, and persistent thoughts 

and behaviors characteristic of OCRDs are focused on one or more perceived 

defects or flaws in appearance or on ugliness and imperfection in general, when 

these are either unnoticeable or only slightly noticeable to others. The symp-

toms are usually accompanied by ideas of reference (i.e., the conviction that 

people are taking special notice of or judging the perceived defect or flaw). 

Repetitive behaviors (e.g., mirror checking; excessive grooming; elaborate 

efforts to cover, alter, or camouflage the defect) or mental acts (e.g., comparing 

one’s appearance with that of others) are performed to reduce anxiety. Some 

individuals with body dysmorphic disorder, more commonly males, present 

with muscle dysmorphia (Pope et al., 2005), characterized by the belief that 

one’s body is too small or insufficiently muscular. Body dysmorphic disorder is 

associated with distressing emotions such as shame, disgust, anxiety, and exces-

sive self-consciousness. Avoidance of triggers (i.e., social situations or other 

stimuli such as reflective surfaces that increase anxiety and distress about the 

perceived defect) is central. Over time, there may be physical complications 

such as infections, blood loss, and scarring due to unnecessary or excessive 

cosmetic surgeries.

Differential Diagnosis

Concerns about appearance are common, especially during adolescence. 

Subclinical body dissatisfaction or body image concerns are differentiated from 

body dysmorphic disorder where the symptoms are clearly excessive and sig-

nificant. Some anxiety or fear-related disorders share features with body dys-

morphic disorder. In generalized anxiety disorder, individuals may worry about 

their appearance; however, these preoccupations occur together with worries 

about other everyday aspects of life. Individuals with social anxiety disorder are 

mainly concerned about being negatively evaluated by others due to their 

anxiety symptoms, not because of a perceived bodily flaw or deformity as in 

body dysmorphic disorder. When panic attacks are entirely explained by body 

dysmorphic disorder (e.g., occurring when feeling that others are scrutinizing 

the perceived flaw in appearance), an additional diagnosis of panic disorder is 

not warranted. Symptoms of feeding and eating disorders and body dysmorphic 
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disorder may also overlap; however, body dysmorphic disorder is not charac-

terized by excessive concern about weight per se as is typical of anorexia 

nervosa or bulimia nervosa, but rather with dissatisfaction with several other 

aspects of their appearance (e.g., skin, face, hair). The CDDR for body dysmor-

phic disorder describe its differentiation from a range of other disorders.

Developmental Course

Subclinical symptoms of body dysmorphic disorder start gradually, during 

childhood and early adolescence, several years before individuals meet the full 

diagnostic requirements, typically during mid-adolescence. Adolescence consti-

tutes a vulnerable developmental period during which the quest for an unreal-

istic ideal image may result in a negative body image, fear of negative evaluation, 

depression, and anxiety, ultimately contributing to body dysmorphic disorder 

(Rautio et al., 2022). Youth with this disorder are at increased risk for school 

dropout, potentially having an impact on their academic and social develop-

ment. The clinical presentation of the disorder is largely similar in children, 

adolescents, and adults, with similar lifetime rates of functional impairment 

and co-occurring conditions. However, there is evidence suggesting that youth 

may have poorer insight into the excessiveness or irrationality of their symptoms, 

to the point of presenting with beliefs that appear more frankly delusional, and 

a higher rate of suicide attempts than adults (Phillips et al., 2012).

OLFACTORY REFERENCE DISORDER

Presentations and Symptom Patterns

Olfactory reference disorder is a new diagnostic entity in the ICD-11. Individ-

uals with olfactory reference disorder present with intrusive, repetitive, and 

persistent thoughts about a perceived foul or offensive body odor or halitosis 

that is either unnoticeable or only slightly noticeable to others. These patients 

typically present with excessive self-consciousness about the perceived odor, 

often including ideas of self-reference (i.e., the conviction that people are 

taking notice of, or judging the odor). The preoccupation with the perceived 

smell may be accompanied by repetitive and excessive behaviors, such as 

repeatedly checking for body odor or excessive attempts to camouflage, alter, 

or prevent the perceived odor. Individuals with olfactory reference disorder 

generally believe that their odor will be offensive to others; consequently, 

interpersonal interactions are avoided or endured with distress, shame, and 

embarrassment (Veale & Matsunaga, 2014).

Differential Diagnosis

Fear of emitting offensive odors is a concern found in many cultures. Subclinical 

symptoms are differentiated from olfactory reference disorder where the degree 
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of the olfactory preoccupation, the frequency of related recurrent behaviors 

performed, and the degree of distress or interference the individual experiences 

are clearly excessive and clinically significant. Olfactory reference disorder 

should also be differentiated from medical illnesses with objectively verifiable 

body odors and related complaints (e.g., various dermatological, otolaryngeal, 

dental, metabolic, or genitourinary conditions). Olfactory reference disorder 

must be differentiated from social anxiety disorder, OCD, and body dysmorphic 

disorder, conditions that are also characterized by anxiety and avoidance of 

social situations and obsessional triggers. In contrast to these other conditions, 

symptoms of olfactory reference disorder all relate to concerns about body odor 

specifically. The CDDR for olfactory reference disorder describe its differentia-

tion from a range of other disorders.

Developmental Course

Olfactory reference disorder usually has its onset during adolescence or in the 

mid-20s. Most individuals with ORD report a chronic, and often unremitting, 

course. Although the literature on this condition in youth is sparse, it is assumed 

that the symptoms in children and adolescents are reminiscent of those reported 

by adults. Similar to adults, many younger individuals have strong beliefs about 

imagined body odor to the point that these may appear to be delusional. Olfac-

tory reference disorder is associated with depression and anxiety, with many 

individuals becoming increasingly socially isolated from adolescence onwards 

due to avoidance of interaction with others for fear of embarrassment or fear 

offending others with their smell.

HYPOCHONDRIASIS (HEALTH ANXIETY DISORDER)

Presentations and Symptom Patterns

Hypochondriasis, also referred to as health anxiety disorder, is characterized by 

intrusive, repetitive, and persistent preoccupation or anxiety about having one 

or more serious, progressive, or life-threatening illnesses. The preoccupation or 

health anxiety is accompanied by repetitive and excessive health-related behav-

iors such as repeatedly checking of the body for evidence of illness; repeated, 

unnecessary medical examinations and diagnostic tests; and, more recently, 

extensively searching the internet for medical information. Alternatively, some 

individuals with hypochondriasis may present with maladaptive avoidance 

related to health (e.g., avoiding medical appointments fearing diagnosis of a 

serious illness or avoiding social interactions due to associated health risks). The 

experience of anxiety, which may include panic attacks, is a significant pre-

senting feature. For this reason, health anxiety disorder is designated as an alter-

native name for the disorder, and hypochondriasis is cross-listed in the ICD-11 

grouping of anxiety and fear-related disorders.
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Differential Diagnosis

Health anxiety falls along a continuum; subclinical or mild health anxiety may 

be adaptive in the sense that it leads to medical attention seeking. In hypo-

chondriasis, however, the preoccupation, fear, or avoidance are extreme, not 

proportional to experienced symptoms or risk, and not related to a circum-

scribed situation (e.g., awaiting results of testing for a serious illness). In hypo-

chondriasis, the preoccupation and repetitive behaviors or avoidance are all 

focused on health concerns, whereas in OCD, these rather encompass a variety 

of obsessions (e.g., of contamination, of causing harm) and compulsions (e.g., 

excessive washing, counting, checking). Some individuals with depressive dis-

orders may also present with health concerns, but in depression, these are 

usually an integral part of a range of preoccupations (e.g., related to guilt, 

nihilism, poverty) and occur alongside other depressive symptoms (e.g., anhe-

donia, sleep disturbance, weight changes). Individuals with hypochondriasis 

may present with symptoms that are similar to presentations of anxiety or 

fear-related disorders. However, people with generalized anxiety disorder may 

worry about their health in addition to other worries (e.g., work, finances, 

family). Panic attacks can occur in hypochondriasis, but if exclusively associ-

ated with fears of having a life-threatening illness, an additional diagnosis of 

panic disorder is not warranted.

Developmental Course

There is growing evidence for early onset of health anxiety in children and ado-

lescents (Thorgaard, 2017). Onset of hypochondriasis may be at any age, with 

the most common age being in early adulthood. Hypochondriasis in youth 

shares the same cognitive and behavioral features seen in adults (Wright et al., 

2017). Early environmental risk factors may contribute to the development and 

maintenance of hypochondriasis, including illness in self or in significant others 

and safety-seeking behavior. Exposure to a negative parental style during child-

hood and adolescence, and exposure to early aversive experiences that may lead 

to an insecure attachment style, have both been associated with severe health 

anxiety. In addition, genetic factors may also have a role to play; children in 

families with a mother with severe health anxiety may be at higher risk of 

developing such symptoms themselves due to both environmental and genetic 

risk factors (Taylor et al., 2006).

HOARDING DISORDER

Presentations and Symptom Patterns

Individuals with hoarding disorder accumulate possessions to such an extent 

that living spaces are cluttered and their use or safety is compromised. Accu-

mulation, which may be passive (e.g., accumulation of mail or newspapers) 
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or active (e.g., excessive acquisition of free items), occurs due to repetitive 

urges or behaviors related to amassing items. There is significant difficulty 

discarding possessions due to a perceived need to save items and distress asso-

ciated with discarding them. Generally, items are hoarded because of their 

emotional significance (sentimental value), their perceived usefulness, or 

their intrinsic value (e.g., perceived aesthetic qualities). Symptoms of hoarding 

disorder may be egosyntonic (i.e., associated with positive feelings of excite-

ment and pleasure). The clutter caused by the hoarding behaviors may be 

distressing, however, and compromise functioning in several ways, including 

not being able to find important items (e.g., bills, tax forms), not being able to 

move easily inside the home, or even being unable to exit the home in the event 

of an emergency.

Differential Diagnosis

Hoarding must be distinguished from normal collecting. Collectors are more 

targeted in their acquisitions (e.g., stamp collecting), are more selective (e.g., 

purchasing only predetermined items), organize their acquisitions, and their 

collecting does not compromise the use and safety of their living space. OCD 

patients may also present with compulsive hoarding symptoms, but these are 

generally in response to unwanted and distressing thoughts; for example, the 

belief that something bad will happen if something is thrown away. Clutter 

may also result from decreased energy, lack of initiative, or apathy, typical of 

depressive episodes. In bipolar disorder, hoarding may be secondary to exces-

sive shopping, and thus restricted to manic episodes. Panic attacks can occur in 

hoarding disorder, but if they are exclusively associated with having to discard 

accumulated possessions, an additional diagnosis of panic disorder is not war-

ranted. When hoarding occurs in schizophrenia and other psychotic disorders, 

accumulation is driven by delusions, generally restricted to a small number of 

themes (e.g., hoarding of animals or books), and typically not accompanied by 

pleasure or enjoyment. In individuals with dementia, hoarding usually results 

from cognitive deficits or severe personality and behavioral changes, with no 

specific interest in accumulating objects or distress about discarding items.

Developmental Course

The first signs of the disorder usually begin in pre- and mid-adolescence. 

Treatment seeking begins at a later age, however. It is debatable whether the 

diagnostic requirements for adults with hoarding symptoms are suitable for 

younger individuals because hoarding may differ in several respects across 

different age groups. The requirement of cluttering, for example, may not 

apply to youth because they generally have limited resources and control 

over their living spaces (e.g., parents may throw objects away). Hoarding dis-

order is generally thought to follow a chronic course, with hoarding behav-

iors generally worsening over each decade of life. Hoarding disorder–specific 
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risk factors and co-occurring mental disorders in children and adolescents are 

largely unknown.

BODY-FOCUSED REPETITIVE BEHAVIOR DISORDERS

Presentations and Symptom Patterns

Body-focused repetitive behavior disorders is an umbrella term used to describe 

conditions characterized by repetitive behaviors aimed at the surface of the body 

such as hair-pulling and skin-picking. These conditions differ from the other 

OCRDs in that they usually comprise repetitive behaviors without involving the 

intrusive repetitive persistent thoughts typical of other OCRDs. Body-focused 

repetitive behavior disorders lead to significant dermatological sequelae (e.g., 

hair loss, skin lesions), are characterized by unsuccessful attempts to decrease  

or stop the behavior, and produce significant distress or impairment. Negative 

feelings regarding the consequences of hair-pulling and skin-picking, such as a 

sense of loss of control or shame, are typical. In the ICD-11, trichotillomania and 

excoriation disorder constitute specific categories under the subgrouping of 

body-focused repetitive behavior disorders. Other similar behaviors (e.g., nail-

biting or lip-biting) can be diagnosed as other specified body-focused repetitive 

behavior disorders if they are sufficiently severe and meet the other diagnostic 

requirements.

Differential Diagnosis

The behaviors in body-focused repetitive behavior disorders are differentiated 

from normal variants of these behaviors because they are recurrent, can result 

in extensive consequences to the body (e.g., bald spots, ulcerations), and are 

associated with significant distress or impairment. Individuals with other OCRDs 

such as body dysmorphic disorder may also present with pulling or picking 

as a symmetry ritual that is meant to “balance” appearance. Similarly, in OCD, 

skin may be picked to remove contamination when there are contamination 

obsessions. Excoriation disorder is differentiated from self-injurious and 

self-mutilating behaviors because they are not performed with the express 

purpose of self-injury, although injury may result.

Developmental Course

The diagnostic requirements for trichotillomania and excoriation disorder are 

suitable for individuals of all ages. The clinical presentation may vary over the 

lifetime, however, with some data suggesting that older children with tricho-

tillomania may report more urges and have a more focused type of hair-pulling 

(Panza et al., 2013). The most common age of trichotillomania and excoriation 

disorder onset is early to mid-adolescence, typically coinciding with the onset 

of puberty. Onset of trichotillomania in very early childhood (in children 
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younger than 5 years) may occur, potentially representing a subtype that is 
less chronic than later onset cases. In excoriation disorder, there is evidence for 
bimodal onset, with earlier onset often triggered by acne or eczema, and later 
onset occurring in middle adulthood, with increased rates of co-occurring 
depression, anxiety, and posttraumatic stress disorder.

Trichotillomania (Hair-Pulling Disorder)

The core feature of trichotillomania is the recurrent pulling of one’s hair with a 
persistent inability to resist or decrease pulling (Lochner, Grant, Odlaug, & 
Stein, 2012). Hair loss is typically concealed or camouflaged (e.g., by using 
makeup, scarves, or wigs). Pathological hair-pulling may be associated with 
numerous additional behaviors such as visually or tactilely examining the hair 
or orally manipulating it after it has been pulled. Some individuals swallow or 
eat the hair that has been pulled (trichophagia) and may experience serious 
and even life-threatening gastrointestinal symptoms warranting medical atten-
tion, depending on the volume of hair consumed. Individuals with trichotillo-
mania vary in the degree to which they pull hair in a more automatic or more 
intentional way.

Excoriation Disorder

Individuals with excoriation disorder pick anywhere and from multiple body 
sites, with the most picked sites being the face, arms, and hands. Many associ-
ated behaviors may be present, including visually or tactilely examining the 
skin, orally manipulating, and eating the skin or scab after it has been picked. 
There are numerous unsuccessful attempts to stop or decrease the behavior, 
which leads to significant distress or functional impairment (Lochner, Grant, 
Odlaug, Woods, et al., 2012). Skin-picking by individuals with excoriation 
disorder frequently leads to significant tissue damage and scarring, sometimes 
warranting antibiotic treatment or even surgery, and, in rare cases, can be life 
threatening (Odlaug & Grant, 2008).

TOURETTE SYNDROME

Presentations and Symptom Patterns

Tourette syndrome is classified under the grouping of primary tics and tic dis-
orders in the chapter on diseases of the nervous system and is cross-listed with 
OCRDs for several reasons. There is high co-occurrence and familial associa-
tion of Tourette syndrome with OCD, a finding that is consistent with a range 
of neurobiological data indicating overlap between these conditions, including 
brain imaging studies indicating disruption in CSTC circuits in both (Burton, 
2017). Tourette syndrome is characterized by multiple motor and phonic tics 
that may or may not manifest concurrently or continuously, and that have 
been present for at least 1 year, with onset typically in childhood. They occur 

Co
py

rig
ht

 A
m

er
ic

an
 P

sy
ch

ol
og

ic
al

 A
ss

oc
ia

tio
n.

 N
ot

 fo
r 

fu
rt

he
r 

di
st

rib
ut

io
n.



166  Lochner, Sudhir, and Stein

frequently and are associated with distress and impairment. The condition 

typically begins with transient bouts of simple motor tics, such as eye blinking, 

head jerks, or head banging, which eventually become more persistent, some-

times resulting in inadvertent self-injury. Phonic tics also tend to be simple in 

character at the onset (e.g., throat clearing, grunting, or squeaking) but may 

gradually develop into more complex vocal symptoms.

Differential Diagnosis

Tics are common in childhood but are transient in most cases, which is one 

reason for the long duration requirement for a diagnosis of Tourette syndrome. 

Tics in Tourette syndrome are differentiated from the repetitive and stereotyped 

motor movements that may occur in autism spectrum disorder because the 

latter last longer than a typical tic, usually emerge at a younger age, are not 

characterized by premonitory sensory urges, are often experienced by the indi-

vidual as soothing or rewarding, and can generally be interrupted with distrac-

tion. Tourette syndrome and OCD also have features in common; differentiating 

complex tics and compulsions in OCD may be challenging. In contrast to 

compulsions of OCD, tics are not aimed at neutralizing unwanted or intrusive 

thoughts or images (obsessions).

Developmental Course

In Tourette syndrome, the onset of tics most commonly ranges between the  

ages of 4 and 6 years, peaking in severity between the ages of 10 and 12 years. 

Tics typically follow a waxing and waning course. The impact of the disorder 

is particularly pronounced for adolescents during this vulnerable phase of 

development, especially with regard to their social lives and relationships. 

The co-occurrence of Tourette syndrome and ADHD is well established, with 

ADHD occurring in half of children with Tourette syndrome, and predominantly 

affecting boys. OCD is also present in half of youth with Tourette syndrome 

(Hirschtritt et al., 2015). With increasing age, many individuals with Tourette 

syndrome develop the ability to temporarily suppress tics, with some effort.

INSIGHT SPECIFIER FOR OCRDs

An insight specifier is provided for those OCRDs in which cognitive phenomena 

are a prominent aspect of the clinical phenomenology—namely, OCD, body 

dysmorphic disorder, olfactory reference disorder, hypochondriasis, and 

hoarding disorder. The insight specifier describes the extent to which the indi-

vidual is able to consider that the beliefs and perceptions underlying their 

symptoms may be untrue or excessive. Level of insight is specified by applying 

a dichotomous specifier: either “fair to good” or “poor to absent.” A dichoto-

mous specifier was chosen based on ICD-11 field study data indicating that cli-

nicians were not able to reliably distinguish between three proposed levels of 
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insight (Kogan et al., 2020). When an individual expresses fixed and inaccurate 

beliefs that are restricted to beliefs specifically related to their OCRDs, with no 

history of other delusions, and the presentation is fully consistent with the 

other clinical features of the disorder, a diagnosis of an OCRD with poor to 

absent insight rather than delusional disorder should be assigned, even if the 

beliefs appear to be delusional in strength or fixity. Individuals with poor or 

absent insight are less likely to seek or receive mental health treatment. Indeed, 

a large proportion of patients with body dysmorphic disorder or hypochondri-

asis present in non–mental health settings (e.g., in body dysmorphic disorder, 

to dermatology or cosmetic surgery; in hypochondriasis, to emergency or 

internal medicine). Moreover, poor insight has been associated with several 

factors contributing to worse clinical outcome, including, for example, increased 

disorder severity, lower intellectual ability, poorer social functioning and quality 

of life, greater depressive symptoms, reduced compliance with treatment, and 

risk for suicidality (Gan et al., 2022). Some treatment interventions such as 

cognitive behavior therapy may also be less effective for people with low 

insight, at least initially, given that these techniques in part depend on the ability 

to challenge one’s thoughts and beliefs.

ASSESSMENT

Individuals with OCRDs frequently do not spontaneously disclose their 

unwanted thoughts or repetitive due to shame, anxiety, or lack of insight, so it 

is important to ask about these specifically as a part of a psychological assess-

ment. Questions about whether the person has intrusive thoughts that are 

recurrent, difficult to control, and cause fear or anxiety can assist in establishing 

the presence of obsessions or the focus of preoccupations. Questions about the 

presence of repetitive behaviors that are time-consuming, hard to control, and 

cause distress can yield information on the presence of compulsions typical of 

these conditions. Additional questions to determine the content of these obses-

sions and compulsions will assist in the diagnostic formulation. For example, to 

establish a diagnosis of body dysmorphic disorder, the patient can be asked 

whether their intrusive thoughts are about the appearance of some part(s) of 

their body that they consider unattractive and whether their lives and normal 

routines have been affected by these appearance concerns. Questions about 

whether there is substantial worry about the possibility of having a serious ill-

ness or whether it is hard to believe their doctor when told there is nothing to 

worry about can assist in establishing a diagnosis of hypochondriasis. To estab-

lish presence of olfactory reference disorder, patients can be asked whether 

their concerns are focused on concerns about body odor and whether there are 

any actions that they often or repeatedly perform in response to these con-

cerns. The clinician can further assist in this process by providing examples of 

such thoughts and behaviors to patients. For example, in olfactory reference 

disorder, examples may include repeated and excessive teeth-brushing, 

washing or changing clothes very frequently, and repeatedly asking others for 
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reassurance that there is no odor. In those OCRDs with a cognitive component 

(i.e., OCD, body dysmorphic disorder, olfactory reference disorder, hypo-

chondriasis, and hoarding disorder), the assessment should also include ques-

tions aimed at determining level of insight. For example, a patient being 

interviewed for OCD could be asked whether they consider their concerns 

about preoccupation to be realistic or whether they sometimes think they are 

excessive. Presence of panic attacks within the context of obsessions and com-

pulsions (e.g., in situations in which compulsions cannot be performed) should 

also be determined because this will have treatment implications.

Severity of the core symptoms and related functional impairment should  

be assessed at baseline and throughout treatment. For patients with OCD, 

the psychometrically sound clinician-administered Yale-Brown Obsessive- 

Compulsive Scale (Y-BOCS) is the “gold standard” severity scale (Goodman 

et al., 1989). The Y-BOCS has been adapted for use in some of the other 

OCRDs, including body dysmorphic disorder, olfactory reference disorder, 

hypochondriasis, and excoriation disorder. Severity measures of trichotillo-

mania include the self-report Massachusetts General Hospital Hair-Pulling 

Scale (Keuthen et al., 1995). The clinician-administered Brown Assessment of 

Beliefs Scale provides information about level of insight (Eisen et al., 1998). 

These instruments can assist the clinician in deciding on the type of treatment 

that would be optimal. For example, patients scoring low on these measures 

and who are at least sometimes able to entertain the possibility that their dis-

order-specific beliefs may not be true and to accept an alternative explanation 

for their experience can typically be treated on an outpatient basis. Other 

patients with extremely high scores will likely require more intensive form of 

intervention, possibly including inpatient treatment.

A functional analysis can clarify the relationships between stimuli and 

responses associated with the disorder and is useful in treatment planning. 

This would include identifying the antecedent or trigger of the behavior, iden-

tifying and operationalizing the problem behaviors themselves, and identi-

fying the maintaining consequences of the behavior. For example, a functional 

analysis for an individual with a trichotillomania would include collection and 

logging of information about critical antecedents or triggers of pulling (e.g., 

studying or watching TV, being bored or anxious), pulling-related behaviors 

(e.g., twirling or playing with hair, feeling the texture of hair, biting hair, 

swallowing), and consequences of hair-pulling (e.g., gratification or pleasure, 

shame, depression, anxiety). A functional analysis would also include infor-

mation on how the person’s cultural context shapes their symptoms. For 

example, in an individual with OCD, it should address whether aspects of 

behaviors such as extensive washing can be considered “normal” within their 

culture (for more discussion on this, see the next section, “Cultural Consider-

ations”). The functional analysis would then guide behavioral treatment strat-

egies (e.g., self-monitoring, replacing the problem behavior with a competing 

response) targeting the critical causal and maintenance factors.

The process of assessment and diagnosis also represents an important oppor-

tunity to provide psychoeducation to patients and their significant others. 
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People with OCD are often relieved to learn basic facts about their condition, 

including the fact that OCRDs are relatively common, that many others are also 

embarrassed or ashamed of their symptoms, and that treatments are effective 

for many. Myths such as that these conditions are due to bad parenting may be 

detrimental and should be addressed. Several consumer advocacy organiza-

tions such as the International OCD Foundation (https://iocdf.org/) and the 

TLC Foundation for Body-Focused Repetitive Behaviors (https://www.bfrb.

org/) can assist in conveying such information.

CULTURAL CONSIDERATIONS IN OCRDs

OCRDs occur worldwide, with common features and similar pathophysiology 

across diverse ethnic groups and cultures (Reddy et al., 2018). However, cul-

tural factors may shape the content of symptoms and level of distress that the 

individual experiences through faulty appraisals. For example, in OCD, there is 

evidence of increased prevalence of religiously themed obsessions and compul-

sions in the Middle East, and increased distress related to scrupulosity obses-

sions among individuals of certain faith groups. Cultural norms regarding 

beauty also play an important role in shaping the content of preoccupations in 

individuals with body dysmorphic disorder. For example, concerns about the 

appearance of eyelids are common in Eastern countries. In Western countries, 

fears of displeasing others is rare in body dysmorphic disorder, whereas in some 

cultures, faulty perceptions of abnormal or ugly bodily features or emitting a 

foul smell are characterized by intense anxiety about offending, embarrassing, 

or hurting others (e.g., shubo-kyofu or taijin kyofusho in Japan and related condi-

tions in Korea and other societies). Help-seeking and clinical disclosure are less 

likely when the obsessions or compulsions are considered by the individual to 

be culturally taboo, leading to underdiagnosis and undertreatment of OCRDs. 

Familiarity with the cultural norms of the patient will assist in recognizing irra-

tional cognitions and behavioral excesses that lead to clinically significant dis-

tress and functional impairment, in appropriate diagnosis of symptoms, and in 

selecting culturally appropriate treatment targets and techniques.

GENDER-RELATED FEATURES

The clinical features of OCRDs in men and women have many similarities but 

also important differences. Cognizance of these gender-related differences may 

be helpful during assessment and may facilitate rapport building and under-

standing. For example, women with OCD are more likely than men to report 

contamination-related symptoms, particularly in the context of perinatal OCD, 

whereas men are more likely to report sexual and symmetry-related obses-

sions. In body dysmorphic disorder, men are more likely to be preoccupied by 

the appearance of their genitals, body build, and thinning hair/balding whereas 

women with this condition are more likely to present with dissatisfaction with 
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several aspects of their appearance including their shape (not weight per se) 

and excessive body hair. Patterns of co-occurrence with other mental disorders 

may also differ between men and women with OCRDs. In OCD, for example, 

men are more likely to experience co-occurring disorders due to substance use, 

whereas women more commonly present with co-occurring mood disorders 

and anxiety and fear-related disorders. In body dysmorphic disorder, women 

may present with a co-occurring eating disorder, whereas males are more likely 

to present with muscle dysmorphia and/or genital preoccupation. Women may 

be more likely to seek treatment than men, but no major differences in treat-

ment responsivity between men and women diagnosed with OCRDs have been 

identified. Therefore, a treatment plan that involves targeting the inaccurate 

beliefs, along with exposure exercises and other strategies to address compul-

sive behaviors and anxiety, specific to each OCRD, would remain the first-line 

treatment, irrespective of gender.

PREVALENCE

OCD and body dysmorphic disorder are relatively common; for example,  

a survey in the United States indicated a lifetime prevalence of OCD in adults 

of 2.3% (Ruscio et al., 2010), and a global study suggested a lifetime preva-

lence of body dysmorphic disorder in adults in the community of 1.9% (Veale 

et al., 2016). Prevalence of other OCRDs such as hypochondriasis and olfac-

tory reference disorder appears to be within the same range but is not yet well 

established. Prevalence of these conditions vary depending on the type of 

setting. In mental health and medical settings, rates of some OCRDs (such as 

body dysmorphic disorder and hypochondriasis) may be higher than in com-

munity settings. Prevalence rates of many OCRDs in the literature may be an 

underestimation because individuals may not report all their symptoms due 

to shame or embarrassment or being culturally taboo.

KEY POINTS

•	 Obsessive-compulsive and related disorders (OCRDs) are characterized by 

intrusive thoughts or repetitive behaviors (or both) that are time-consuming, 

distressing, and impairing.

•	 OCRDs include obsessive-compulsive disorder (OCD), body dysmorphic 

disorder, olfactory reference disorder, hypochondriasis (health anxiety dis-

order), and hoarding disorder. It also comprises the subgrouping of body- 

focused repetitive behavior disorders, including trichotillomania (hair-pulling 

disorder) and excoriation (skin-picking) disorder, which are characterized by 

repetitive behaviors but not obsessions.

•	 A specifier for level of insight is applied to those OCRDs with a prominent 

cognitive component, which describes the extent to which the individual 
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is able to consider that the beliefs and perceptions underlying their symp-
toms may be untrue or excessive. Insight may be specified as “fair to good” 
or “poor to absent.”

•	 Grouping these conditions has clinical utility because similar assessment 
and treatment approaches, adapted for each disorder, are helpful for these 
conditions.

•	 Cognitive-behavioral theories of OCRD emphasize the misappraisals of the 
significance of intrusive thoughts, leading to increased anxiety and distress, 
and performance of behaviors aimed at reducing these emotions and/or the 
likelihood of the catastrophic consequences occurring. The cognitions that 
underlie the vulnerability to develop such negative misappraisals in response 
to intrusive thoughts include inflated sense of responsibility and overesti-
mation of threat, perfectionism, the need for absolute certainty, and the 
belief that all thoughts are meaningful and should be controlled.

•	 Individuals with an OCRD frequently do not spontaneously disclose their 
unwanted or repetitive thoughts due to shame, anxiety, or lack of insight, 
so it is important to ask about these specifically as a part of a psychological 
assessment.

•	 Well-established symptom scales may assist in the assessment process to 
identify antecedents or triggers and associated emotional and behavioral 
responses. A functional analysis will guide the cognitive-behavioral treat-
ment strategies (e.g., self-monitoring, replacing the problem behavior with 
a competing response), so targeting the critical causal and maintenance fac-
tors. Assessment and diagnosis should be accompanied by psychoeducation 
to patients and their significant others.
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Disorders Specifically 
Associated With Stress
Chris R. Brewin, Marylène Cloitre, Amy Y. M. Chow, and  
Andreas Maercker

OVERARCHING LOGIC

The grouping of disorders specifically associated with stress in the 11th revision  

of the International Classification of Diseases (ICD-11; World Health Organization 

[WHO], 2023) replaces the ICD-10 grouping of reaction to severe stress and 

adjustment disorders. Although the onset and course of many mental disor-

ders can be influenced by past and current stressors, this grouping acknowl-

edges that some disorders are so intimately connected with stressful events that 

they could not have occurred in their absence. At the same time, most people 

do not develop a disorder even when faced with a severe stressor, so psycholog-

ical, social, and biological vulnerabilities also contribute to these disorders. Dis-

orders specifically associated with stress include posttraumatic stress disorder 

(PTSD), complex PTSD, prolonged grief disorder, and adjustment disorder, 

which are the focus of this chapter. The ICD-11 grouping of disorders specifically 

associated with stress also includes reactive attachment disorder and disinhibited 

social engagement disorder, which are not discussed in this chapter. Both of 

these last two disorders are typically diagnosed in young children with a history 

of grossly inadequate child care (e.g., severe neglect, maltreatment, institu-

tional deprivation) and are not commonly seen in general practice.

The principles of clinical utility and global applicability that underpin the 

ICD-11 suggest that, where possible, diagnostic requirements should be sim-

plified, describing disorders with the most parsimonious set of distinctive 

https://doi.org/10.1037/0000392-010
A Psychological Approach to Diagnosis: Using the ICD-11 as a Framework, G. M. Reed,  
P. L.-J. Ritchie, and A. Maercker (Editors)
Copyright © 2024 by the American Psychological Association and the International 
Union of Psychological Science. All rights reserved.

Co
py

rig
ht

 A
m

er
ic

an
 P

sy
ch

ol
og

ic
al

 A
ss

oc
ia

tio
n.

 N
ot

 fo
r 

fu
rt

he
r 

di
st

rib
ut

io
n.



176  Brewin et al.

symptoms. Accordingly, PTSD in the ICD-11 involves the presence of three core 

elements that distinguish it from other disorders. Preliminary evidence suggests 

the application of the ICD-11 requirements may result in a lower prevalence of 

PTSD in adult samples while reducing diagnostic co-occurrence with depression 

(Brewin et al., 2017). Thus, PTSD in ICD-11 may be considered a more specific 

disorder than it is in ICD-10, and individuals who do not meet the ICD-11 require-

ments for PTSD may instead be more appropriately diagnosed as experiencing 

another disorder (e.g., a depressive disorder, an anxiety or fear-related disorder, 

an adjustment disorder).

The ICD-11 development process took account of long-standing arguments 

for the introduction of a complex PTSD diagnosis that reflects the additional 

effects of exposure to repeated or chronic traumatic stress (Brewin et al., 2017; 

Robles et al., 2014). ICD-11 has introduced this distinction based on specific sci-

entific and clinical evidence. ICD-11 complex PTSD, in part a reformulation of 

ICD-10 diagnosis “enduring personality change after catastrophic experience,” 

focuses on disturbances in self-organization that can result from multiple, 

chronic, or repeated traumas, typically of an interpersonal nature, from which 

escape is difficult or impossible (e.g., exposure to childhood abuse, domestic 

violence, torture, slavery, genocide campaigns). Importantly, however, ICD-11 

complex PTSD differs from all previous formulations of complex responses to 

trauma in that it is symptom-based rather than requiring a particular form of 

trauma exposure. Complex PTSD is not a subtype of PTSD but rather a separate 

and distinct disorder. If a person is diagnosed with complex PTSD, an additional 

diagnosis of PTSD is not assigned.

Prolonged grief disorder is also a new diagnosis classified in the ICD-11 

grouping of disorders specifically associated with stress. It may be assigned to 

individuals who have experienced the death of a partner, parent, child, or other 

person close to them and is characterized by abnormally chronic and pervasive 

responses to bereavement that interfere with functioning (Killikelly & Maercker, 

2017). Like PTSD, diagnostic requirements for prolonged grief disorder were 

designed to be as parsimonious as possible to enhance clinical utility. In addition, 

the ICD-11 Clinical Descriptions and Diagnostic Requirements (CDDR) emphasize 

known social and cultural influences on the form and intensity of symptoms as 

well as on the duration of grief to facilitate global applicability.

Adjustment disorder has been a widely used diagnosis (Evans et al., 2013; 

Reed et al., 2011) but one that is poorly defined, owing to the wide variety of 

possible presenting symptoms and the relative absence of distinctive features. It 

has often been used as a residual category for individuals who do not meet the 

diagnostic requirements for a depressive or anxiety disorder, or as a provisional 

diagnosis when it is not clear whether a posttraumatic or mood disorder will 

emerge. By contrast, in the ICD-11 adjustment disorder is characterized by pre

occupation with a stressor and failure to adapt, as shown by a range of symptoms 

that interfere with everyday functioning. Lack of evidence for the validity of var-

ious subtypes specified in the ICD-10 resulted in their omission from the ICD-11.

This chapter mentions several relatively new measures that have been 

developed to be used in the assessment of disorders specifically associated with 

stress. Some are available in multiple languages and may be used free of charge. 

Co
py

rig
ht

 A
m

er
ic

an
 P

sy
ch

ol
og

ic
al

 A
ss

oc
ia

tio
n.

 N
ot

 fo
r 

fu
rt

he
r 

di
st

rib
ut

io
n.



Disorders Specifically Associated With Stress  177

These measures help describe symptoms and evaluate thresholds, but it is 

important to keep in mind that a diagnosis cannot be made based on any single 

measure, and measures used should be culturally and linguistically appropriate 

for the individual being tested.

A PSYCHOLOGICAL APPROACH TO DISORDERS SPECIFICALLY 
ASSOCIATED WITH STRESS

The ICD-11 recognizes a distinction between disorders linked to traumatic stress, 

consisting of extremely threatening or horrific events, and disorders linked to 

other kinds of stress (such as relationship breakdown or housing and financial 

problems). There is no assumption here that one kind of stress is more severe 

than another; rather, the distinction reflects the experience that stressors which 

elicit intense responses of fear or horror tend to be accompanied by different 

sorts of symptoms. The symptoms are consistent with a model in which psy-

chopathology arises from events that have exceeded the individual’s capacity to 

adapt, leading to psychological responses not fully integrated with the person’s 

sense of self or knowledge of other people and the world. This is reflected in 

comments such as “I still cannot believe this has happened,” or “I don’t want to 

accept that this has happened.” The symptoms vary between disorders but 

reflect common constructs such as the influence of the memory of the event 

(e.g., reexperiencing), making sense of the event (e.g., preoccupation), physio-

logical responses (e.g., increased startle reaction), attempts to control reactions 

(e.g., avoidance), and goal-oriented behavior (e.g., yearning). Symptoms are 

only relevant if they first appeared after the event, although this may be diffi-

cult to establish in the case of long-ago or repeated events.

POSTTRAUMATIC STRESS DISORDER

Presentations and Symptom Patterns

PTSD can follow an event or situation that is experienced by the individual as 

extremely threatening or horrific. As described in the Clinical Descriptions and 

Diagnostic Requirements for ICD-11 Mental, Behavioural and Neurodevelopmental Dis-

orders (CDDR; WHO, 2024), such events include, but are not limited to, directly 

experiencing combat, disasters, serious accidents, physical and sexual assaults, 

and acute life-threatening illness; witnessing the threatened or actual injury 

or death of others in a sudden, unexpected, or violent manner; and learning 

about the sudden, unexpected, or violent death of a loved one. A series of 

events, such as being repeatedly stalked, handling or retrieving body parts 

after people have died violently, or witnessing abuse, may qualify if the 

result is that the person comes to experience extreme fear or horror. Conditions 

that alter normal perception (such as experiencing threatening delusions and 

hallucinations, whether psychotic or drug-induced, and the atypical processing 

of the social and sensory world associated with conditions such as autism 

Co
py

rig
ht

 A
m

er
ic

an
 P

sy
ch

ol
og

ic
al

 A
ss

oc
ia

tio
n.

 N
ot

 fo
r 

fu
rt

he
r 

di
st

rib
ut

io
n.



178  Brewin et al.

spectrum disorder) may result in other types of experiences qualifying as trig-

gering events because they are subjectively experienced with extreme fear and 

horror (Brewin et al., 2019).

After a qualifying event, a PTSD diagnosis requires the simultaneous pres-

ence of three core elements, which must last for at least several weeks. The first 

element is evidence that the traumatic event is being reexperienced in the 

present. That is, the individual has the experience that the traumatic event is 

happening again in the “here and now.” The reexperiencing may occur in the 

form of nightmares that closely recapitulate the themes of the event (without 

necessarily reproducing it exactly), intrusive memories, or flashbacks.

The second core element is evidence of deliberate avoidance of the traumatic 

event, either in the form of internal avoidance of thoughts and memories or of 

external avoidance of people, conversations, activities, or situations reminiscent 

of the event. The third core element is evidence of persistent perceptions of 

heightened current threat—for example, as indicated by hypervigilance or by an 

enhanced startle reaction to stimuli such as unexpected noises. Again, evidence 

of the presence of all three core elements is required. Symptoms must also be 

accompanied by significant impairment in personal, family, social, educational, 

occupational, or other important areas of functioning. Alternately, if functioning 

is maintained, it is only through significant additional effort.

In the ICD-11, therefore, the diagnosis of PTSD depends only on the presence 

of these three core elements (WHO, 2024). Many other symptoms (e.g., suicidal 

thoughts and impaired concentration) will commonly be encountered but are 

not unique to PTSD; they may indicate a co-occurring condition. Although fear 

and horror will be present to some degree, other emotions such as anger, shame, 

sadness, humiliation, and guilt, including survivor guilt, are often more promi-

nent features of the clinical presentation.

Differential Diagnosis

A history of exposure to an event or situation of an extremely threatening or 

horrific nature does not in itself indicate the presence of PTSD. Most people who 

experience such stressors do not develop a disorder. Moreover, normal acute 

reactions to traumatic events can show all the symptoms of PTSD including 

reexperiencing, but these begin to subside fairly quickly (e.g., within 1 week 

after the event terminates or removal from the threatening situation, or 1 month 

in the case of continuing stressors). If clinical intervention is warranted in these 

situations, assignment of the category acute stress reaction from the chapter on 

factors influencing health status or contact with health services (i.e., a nondis-

order category) is generally more appropriate.

When people do develop a disorder after exposure to a traumatic event, it is 

most commonly a depressive disorder or an anxiety or fear-related disorder 

(either the onset of a new disorder or a recurrence of a preexisting disorder). If 

the event has not produced extreme fear or horror and the diagnostic require-

ments for these other disorders are not met, a diagnosis of adjustment disorder 

can be considered. More typical triggering events for adjustment disorder are 
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divorce, loss of a job, or diagnosis of a life-threatening or chronic illness. Adjust-
ment disorder is also often the most appropriate diagnosis after traumatic events 
characteristic of PTSD (i.e., those that produce extreme fear or horror) when the 
PTSD symptom requirements are not met; rather, the individual’s reaction is 
characterized by preoccupation with the event or its consequences.

A variety of dissociative symptoms can occur after exposure to an extremely 
threatening or horrific event, including trance or fugue states as well as somatic 
symptoms, and a dissociative disorder may be considered as an alternative or 
co-occurring diagnosis if these symptoms are prominent. Both PTSD and pro-
longed grief disorder may occur in individuals who experience bereavement as 
a result of the death of a loved one under traumatic circumstances. Unlike in 
PTSD, where the individual reexperiences the event or situation associated 
with the death, in prolonged grief disorder, the person may be preoccupied with 
memories of the circumstances surrounding the death but does not reexperi-
ence them as occurring again in the here and now.

Co-Occurring Conditions

The disorders that most commonly co-occur with PTSD are depressive disorders, 
anxiety or fear-related disorders, and disorders due to substance use.

Developmental Course

There is considerable evidence that diagnostic requirements developed primarily 
with adults in mind may not always be suitable for school-age and younger 
children (Danzi & La Greca, 2016). Younger children are typically unable to 
describe reexperiencing, for example, but evidence of it is often notable in 
behavioral manifestations such as trauma-specific reenactments (e.g., repetitive 
play or drawings with traumatic themes), frightening dreams without clear con-
tent, or night terrors. A sense of threat may be manifested by uncharacteristic 
impulsivity. Children may not appear distressed when talking about or playing 
out their traumatic recollections, despite substantial impact on psychosocial 
functioning and development. Other manifestations of PTSD in preschool chil-
dren may include inhibited behaviors, such as excessive reassurance seeking, or 
disinhibited behaviors, such as increased frequency and intensity of temper 
tantrums or acting out.

Adolescents may also deny feelings of fear or horror associated with reexpe-
riencing and instead report either no affect or other types of strong or over-
whelming emotions. Reluctance to pursue developmental opportunities (e.g., to 
gain autonomy from caregivers) may occur as a sign of psychosocial impair-
ment. Self-injurious or risky behaviors (e.g., substance use or unprotected sex) 
occur at elevated rates among adolescents with PTSD.

Assessment

Reexperiencing of the traumatic event may occur in the form of nightmares, 
intrusive memories, or flashbacks. The term flashback refers to a continuum of 
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reexperiencing phenomena. At the milder end, it is synonymous with intrusive 

traumatic memories containing sensory elements such as sights, sounds, or 

physical sensations that are repeatedly experienced, even only briefly, as though 

they were occurring in the present. Clinicians should be careful to question indi-

viduals to distinguish these symptoms from ordinary intrusive memories, which 

are common in many mental disorders. Ordinary intrusive memories are not 

experienced as though they were happening again in the here and now but 

rather as belonging to the past. At the more extreme end, flashbacks are reexpe-

riencing episodes in which people become absorbed, sometimes for a consider-

able period, in the traumatic memory and lose touch with their current 

surroundings. If the individual does not have any conscious memory of the trau-

matic event (e.g., because they were very young when it happened or because 

they sustained a head injury), the reexperiencing requirement can be met by the 

presence of a strong emotional or physical response to reminders of the event.

In assessing avoidance of thoughts and feelings, clinicians should note this 

refers only to attempts to avoid; often these attempts are only partially successful. 

Increased alcohol or substance use after the trauma may represent an attempt at 

avoidance. Avoidance may not be possible in some work contexts—for example, 

members of the armed forces or emergency services who are required to attend 

situations that stimulate reexperiencing as part of their duties.

In assessing a continued sense of threat, the clinicians should be careful to 

assess whether any objective threat is still occurring. PTSD should not be diag-

nosed given evidence that the threat (e.g., from an assailant or from a natural 

hazard such as an earthquake) is realistically still present and thus could account 

for hypervigilance or exaggerated startle reactions. Impairment is recognized 

when performance (e.g., at work) has suffered or is maintained only with con-

siderable extra effort. All symptoms, including impairment, should have begun 

or become markedly worse after the traumatic event.

The International Trauma Questionnaire (Cloitre et al., 2018) is a validated 

instrument designed to assess ICD-11 PTSD and complex PTSD, with translations 

into more than 30 languages available (https://www.traumameasuresglobal.com).  

Measurement of PTSD involves six symptom items and a further three items 

that assess impairment in functioning, making the International Trauma Ques-

tionnaire useful both as a diagnostic tool and as a brief screening instrument. 

However, a diagnosis cannot be made solely on the administration of a single 

instrument. Measures should be culturally appropriate and usually adminis-

tered in the individual’s preferred language. When these conditions are not met, 

test results should be interpreted with caution.

COMPLEX PTSD

Presentations and Symptom Patterns

Complex PTSD most commonly develops after prolonged or repetitive events 

from which escape is difficult or impossible (e.g., torture, slavery, genocide 

campaigns, prolonged domestic violence, repeated childhood sexual or physical 
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abuse). Complex PTSD comprises six symptom clusters, described in the CDDR. 
The first three are identical to those of PTSD—namely, reexperiencing in the 
present, avoidance, and persistent perceptions of heightened threat. The 
three additional symptom clusters describe disturbances in self-organization 
(DSO)—namely, severe and persistent (a) problems in affect regulation;  
(b) beliefs about oneself as diminished, defeated, or worthless, accompanied by 
feelings of shame, guilt, or failure related to the traumatic event; and (c) diffi-
culties in sustaining relationships and in feeling close to others. To meet the 
diagnostic requirements for complex PTSD, the PTSD and DSO symptoms must 
cause significant impairment in personal, family, social, educational, occupa-
tional, or other important areas of functioning.

Chronic trauma is a risk factor, not a requirement, for the diagnosis of com-
plex PTSD. This approach recognizes and allows for the influence of internal or 
environmental factors on psychological outcome. The presence (or lack thereof) 
of personal (e.g., optimism, resilience) or environmental resources (e.g., social 
support) can determine an individual’s response to events. For example, an 
individual with a history of chronic childhood sexual abuse who has positive 
social support, personal strengths, or other protective factors may not develop 
complex PTSD but rather PTSD or no disorder. Alternatively, an individual who 
experiences a single adult trauma (e.g., gang rape, witnessing the murder of 
their child) whose psychological resources are limited or depleted or who expe-
riences an absence of social support or rejection by their community may 
develop complex PTSD rather than PTSD.

Problems in affect regulation include hyperreactivity such as difficulty recov-
ering from minor stressors, violent outbursts, or reckless behaviors (e.g., unpro-
tected sex, driving at high speeds), as well as hyporeactivity such as emotional 
numbing, difficulty experiencing pleasure or positive emotions (anhedonia), 
and dissociation (e.g., feeling outside of one’s body, feeling the world is unreal, 
gaps in memory). Problems in self-concept include persistent beliefs about one-
self as diminished, defeated, or worthless accompanied by deep and pervasive 
feelings of shame, guilt, or failure. Interpersonal problems are characterized by 
persistent difficulties in sustaining relationships. Examples of such difficulties 
include problems feeling close to others, avoidance of relationships, ending 
relationships when difficulties or conflicts emerge, or deriding the value or 
importance of relationships.

Associated features are symptoms and problems that may be observed in the 
individual with complex PTSD but are not necessary to making the diagnosis. 
In complex PTSD, these include problems such as suicidal ideation or behavior 
and substance use, which have been related to emotion regulation difficulties, 
and significant depressive symptoms, possibly including psychotic symptoms. 
Somatic complaints (e.g., pain) may be present but vary by culture and may 
also be a more direct result of the trauma (e.g., torture; physical punishment; 
being deprived of adequate food, clothing, or shelter).

Differential Diagnosis

A history of exposure to an event or situation of an extremely threatening or 
horrific nature, even those of a prolonged or repetitive nature from which 
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escape is difficult or impossible (e.g., sexual abuse, domestic violence, exposure 

to genocide) does not in itself indicate the presence of complex PTSD. People 

can experience such stressors without developing a disorder, or they may 

develop a depressive disorder or an anxiety or fear-related disorder. To diag-

nose complex PTSD, the presentation must meet the diagnostic requirements 

for the disorder.

Complex PTSD shares three symptom clusters with PTSD (reexperiencing in 

the here and now, avoidance, and sense of current threat). In addition, there 

must be clinically significant symptoms in each domain of emotion dysregula-

tion, negative self-concept, and relationship difficulties, which must be per-

sistent and pervasive (i.e., occurring across a variety of situations and contexts 

and not dependent on the presence of trauma-related cues). If these additional 

symptoms are not present, a diagnosis of PTSD may be made. Disturbances in 

self-organization may occasionally be seen in PTSD but most commonly occur 

as an acute response to a recent stressor that tends to resolve relatively quickly, 

wax and wane over the reported period, or do not present simultaneously in all 

three areas as is required for complex PTSD.

As with complex PTSD, personality disorders include problems in functioning 

related to the self (e.g., identify, self-worth) and/or interpersonal dysfunction 

(ability to develop and maintain close and mutually satisfying relationships) 

that are of a pervasive nature. Personality disorders differ in that the presence 

of the symptoms must have persisted over an extended period (generally 

2 years or more) and are not specifically tied to a traumatic stressor. Complex 

PTSD symptoms must emerge after a trauma and the symptoms representing 

DSO must co-occur with the PTSD symptoms of reexperiencing, avoidance, 

and sense of current threat. Although all the symptoms of complex PTSD must 

co-occur for a sustained period, the duration is not specified and can be less 

than the 2 years specified for a personality disorder. Research to date has not 

identified a required duration for complex PTSD.

A diagnosis of personality disorder can include a specifier for “borderline pat-

tern.” The borderline pattern has similar domains of disturbances as complex 

PTSD (self-concept, affect dysregulation, and interpersonal difficulties), but the 

content and character of the problems are quite different. In the borderline  

pattern, self-concept difficulties reflect an instability in identity with shifting 

overly positive or overly negative self-appraisals, whereas in complex PTSD, the 

self-concept is stable but persistently negative. Relational difficulties in the con-

text of the borderline pattern are characterized by volatile patterns of interactions 

with alternating overidealization or denigration of the other person, whereas in 

complex PTSD, relational difficulties are characterized by a persistent tendency to 

avoid relationships and distancing in times of difficulties. Affect dysregulation is 

the most phenomenologically similar problem in both disorders, typically charac-

terized by lability in emotional reactions and difficulty returning to baseline.

Following an experience of a traumatic event, individuals with complex 

PTSD may experience a variety of dissociative symptoms including somatic 

symptoms, trance, or fugue state. These symptoms are also experienced by 

individuals with PTSD but are more strongly associated with and occur at 
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substantially higher levels of severity among those with complex PTSD (Hyland 

et al., 2020). The presence of persistent experiences of a fugue or trance state 

may warrant an additional dissociative disorder diagnosis.

Dysthymic disorder typically includes low self-esteem, which may be 

expressed as a sense of worthlessness and failure and may be similar to some of 

symptoms of complex PTSD. A diagnosis of dysthymic disorder can be consid-

ered if insufficient PTSD symptoms are present. Dysthymic disorder also requires 

additional depressive symptoms such as significant problems in sleeping or 

eating, which are not core symptoms of complex PTSD.

Co-Occurring Conditions

The disorders that most commonly co-occur with complex PTSD are identical 

to those associated with PTSD but occur at significantly greater rates—namely, 

depressive disorders, anxiety and fear-related disorders, and disorders due to 

substance use (Brewin et al., 2017).

Developmental Course

Complex PTSD symptoms related to disturbances in self-organization reflect the 

developmental stage of the child or adolescent. Among school-age children, 

affect dysregulation may be expressed by excessive crying and increased irrita-

bility, negative self-concept by feeling like a “bad person,” and interpersonal 

difficulties expressed as social withdrawal or increased aggressiveness (Cook 

et al., 2005). In adolescence, affect dysregulation may be expressed by increased 

moodiness; increased risky behavior such as unsafe sex, unsafe driving, and sub-

stance use; and negative self-concept by feelings of self-hatred, worthlessness, 

shame, and guilt. Interpersonal problems in adolescence may include aggressive 

or highly sexualized behaviors or feeling exceptionally distant from peers.

Assessment

To be recognized as part of the complex PTSD symptom profile, disturbances 

in self-organization specific to complex PTSD must emerge or worsen after the 

trauma exposure. This may be hard to determine if the trauma began in early 

childhood. In such cases, problems can be attributed to trauma exposure even 

if there is no definitive information about timing available. This can include 

inferences made based on the individual describing feeling changed after the 

traumatic experience, reports from others who observed the individual during 

the years surrounding the trauma (e.g., teachers, relatives, friends), or docu-

mentation of changes in behavior around the time of the trauma (e.g., school 

or medical records). The International Trauma Questionnaire (Cloitre et al., 

2018), described in the section on PTSD earlier in this chapter, can also be used 

to assess complex PTSD.

In assessing complex PTSD, it is important to keep in mind that problems 

in affect regulation can be expressed in symptoms of hyperreactivity (e.g., 
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difficulty calming down), deactivation (e.g., numbing, dissociation), or both. 
Clinicians should be careful to ask about both types of problems.

Negative self-concept is typically represented by endorsements of feeling 
worthless or like a failure. This can emerge from a diversity of experiences.  
A person can feel worthless from either having been a victim of violence or alter-
natively not having been able to stop violence from being perpetrated against a 
loved one (e.g., parent or spouse) or perpetrated within their community. The 
individual may express feelings of shame or guilt, but these are likely to vary 
according to the nature of the traumatic experience and are not required to 
meet the negative self-concept requirement.

In diagnosing complex PTSD, the clinician should consider two distinct 
dimensions of interpersonal difficulties. A sense of distance or not feeling close 
can arise from feeling “different” from those who have not experienced similar 
events with an accompanying sense of being stigmatized or not feeling under-
stood. This experience can lead to interpersonal problems, particularly in initi-
ating relationships. Difficulty in maintaining relationships may emerge from 
emotion dysregulation (e.g., numbing or anger) and a desire to avoid or diffi-
culty in managing conflict or emotionally charged situations. Clinicians should 
ask about difficulties in initiating as well as maintaining relationships.

PROLONGED GRIEF DISORDER

Presentations and Symptom Patterns

Prolonged grief disorder is a distinct disorder that shares symptoms with other 
disorders specifically associated with stress as well as with depressive disorders 
(Boelen et al., 2010). The essential features of prolonged grief disorder include 
persistent and pervasive longing for the deceased or continuous and uncontrol-
lable preoccupation with the deceased. Additionally, these features are accom-
panied by intense emotional pain, which can be manifested as sadness, guilt, 
anger, or blame. This may include experiences such as difficulty accepting the 
death, feeling one has lost a part of oneself, an inability to experience positive 
mood, or emotional numbness.

The severity of functional impairment in personal, family, social, educational, 
occupational, and other important areas of functioning is also taken into consid-
eration when establishing the diagnosis. A postloss duration of at least 6 months 
is required for the diagnosis, although the duration requirement may be length-
ened in light of the individual’s social, cultural, and religious norms. Prigerson 
et al. (2009) found that grief experienced at 6 to 12 months postloss, in contrast 
to that experienced in the first 6 months, is associated with suicidal ideation and 
poor quality of life.

Differential Diagnoses

Prolonged grief disorder should be differentiated from uncomplicated bereave-

ment (expected grief responses) after the death of a family member or other 
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loved one. First, this is achieved by the “prolonged” duration of intense reac-
tions in which a diagnosis of prolonged grief disorder requires the symptoms to 
persist for a minimum of 6 months post-loss. Second, prolonged grief disorder is 
distinguished from uncomplicated bereavement by the level of impact on the 
functioning of the bereaved.

Death of a family member can be a traumatic event for the bereaved persons 
because of the nature of the death or its suddenness. In contrast to avoidance 
and continuing sense of threat, individuals with prolonged grief disorder have 
strong yearnings and longings to meet the deceased. Additionally, the content 
of the intrusive memories should be related to the deceased and not the cir-
cumstances related to the death. Prolonged grief disorder and adjustment dis-
order share the core symptom of preoccupation, but in prolonged grief disorder, 
preoccupation focuses on the deceased person. Adjustment disorder typically 
resolves within 6 months of the stressor and should not be applied to normal 
bereavement. Prolonged grief disorder cannot be diagnosed if the bereavement 
has occurred less than 6 months earlier. Depressive disorders manifest in symp-
toms such as sadness and loss of pleasure that significantly affect the func-
tioning of the individual. Prolonged grief disorder shares common symptoms 
such as the inability to experience positive mood and social withdrawal. How-
ever, persistent and pervasive longing and preoccupation with the deceased are 
characteristic of prolonged grief disorder and not depression.

Developmental Course

Prolonged grief disorder can occur at any age as long as individuals have the 
cognitive ability to experience longing and preoccupation. The way symptoms 
are expressed differs according to developmental stage as well as cognitive and 
coping ability. Some children, who might have limited verbal expression, com-
municate their grief through behaviors such as waiting for the return of the 
deceased and continued searching for the deceased. They might have intense 
pain as reflected through the drastic loss of interest in activities that they enjoyed 
previously, excessive anger or guilt, avoidance of reminders about the death, 
and thoughts that a part of themselves has died with the death (Boelen et al., 
2019). Bereaved children may also express their grief in their play or dreams or 
though developmental regression.

Bereaved older adults have similar grief reactions as other age groups 
(O’Connor et al., 2019). Yearning and longing for the deceased are commonly 
expressed through strong attachment to possessions of the deceased. Bereaved 
persons are comforted by touching and smelling the clothing of the deceased. 
Sometimes, they avoid social contacts to focus on memories with the deceased. 
Dwelling in the past may lead them to neglect self-care and further affect their 
functioning.

Assessment

The Inventory of Complicated Grief, developed by Prigerson and colleagues 
(1995), is the most commonly used measure for assessing disturbed grief 
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through self-report. Persistent and persuasive yearning and longing may also be 

manifest in a variety of observable behaviors. Despite acknowledging the reality 

of death, bereaved persons with prolonged grief disorder tend to spend excessive 

time in searching for or accompanying the deceased, which is associated with 

impairment in functioning. The bereaved person may visit places where they 

spent time with the deceased or place phone calls to the deceased. Some spend 

a long time at the cemetery to be physically close to the deceased. They cry and 

call the name of the deceased, wishing to have them return. Some spend a lot of 

time sleeping, hoping to meet the deceased in dreams. Intense emotional pain 

may also be expressed through somatization (e.g., “my heart is aching,” “I feel 

pain in my heart”). In addition to the core manifestations of grief reactions, 

assessment of functioning by self-report, report of others, or observation is 

essential to making the diagnosis. Special attention should be paid to the cul-

tural, social, and religious norms of bereaved persons. In some cultures, for 

example, maintaining a connection with the deceased by visiting the cemetery 

frequently, preparing meals for the deceased, or talking to the deceased is per-

ceived as an expression of love rather than as pathological.

ADJUSTMENT DISORDER

Presentations and Symptom Patterns

Adjustment disorder refers to a maladaptive reaction to an important and gen-

erally negative psychosocial life event (e.g., breakdown of relationship, loss of 

job) or to prolonged stressful circumstances (e.g., conflicts in the family or at 

work, poverty). Precipitating events in adjustment disorder are usually nontrau-

matic in the sense that they are not extremely threatening or horrific as in PTSD 

and complex PTSD. It is assumed that adjustment disorder is a relatively tran-

sient disorder that remits within 6 months after the acute or chronic stressor and 

its consequences have ended. Nevertheless, it is associated with significant dis-

tress and a risk for chronic or worsening symptoms (Bachem & Casey, 2018). It 

is one of the most frequently diagnosed mental disorders in mental health set-

tings (Evans et al., 2013; Reed et al., 2011). Several clinical studies have shown 

that people with adjustment disorder have an increased risk for suicide and 

self-injurious behavior, which may be substantial (Casey et al., 2015; Nock et al., 

2008). In one Indian study, adjustment disorder was the most common mental 

disorder among suicidal individuals (e.g., Manoranjitham et al., 2010).

The diagnostic requirements for adjustment disorder in ICD-11 include an 

identifiable psychological stressor or multiple stressors (e.g., single stressful 

event, ongoing psychosocial difficulty, or combination of stressful life situations). 

Common stressors in adjustment disorder include interpersonal events, such as 

separation, divorce, family conflict, conflicts with work associates or superiors, 

parenthood, and adoption; occupational or scholastic stressors, such as academic 

overload or failure, retirement, unemployment, too much or too little work, 

high pressure on deadlines and time, financial problems; severe illness or 
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medical intervention; being the victim of a crime; or changes in living or social 
environment (e.g., relocating to another residence, emigration, refugee status).

Adjustment disorder is characterized by preoccupation or mental fixation 
on the stressor. This may be manifested as excessive worry, recurring and dis-
tressing thoughts, or constant rumination about the stressor and its implica-
tions. There is a failure to adapt to the stressor, which in turn leads to significant 
impairments in functioning. Symptoms are not better explained by another 
mental disorder and resolve within 6 months after the stressor and its conse-
quences have ended. Adjustment disorder may also present with a variety of 
other symptoms, such as depressive or anxiety symptoms, as well as impulsive 
or “externalizing” symptoms, including increased use of tobacco, alcohol, or 
other substance use. However, these symptoms are not required for the diag-
nosis and are not a sufficient basis for the diagnosis of adjustment disorder if 
the core features of preoccupation and failure to adapt are not present.

Differential Diagnoses

The ICD-11 CDDR mention various disorders that, if present, exclude a diagnosis 
of adjustment disorder based on overlapping symptoms: separation anxiety dis-
order in childhood, single episode or recurrent depressive disorder, generalized 
anxiety disorder, PTSD, prolonged grief disorder, and uncomplicated bereave-
ment. However, adjustment disorder can also be diagnosed together with other 
disorders, provided there are substantial, nonoverlapping symptoms and a dis-
tinct onset and progression of each disorder can be identified. This would be 
plausible, for example, if specific phobia or panic disorder is already present 
before the onset of the stressor and is not etiologically related to the symptoms of 
the adjustment disorder. However, if a critical life event mainly leads to an exac-
erbation of earlier symptoms (e.g., intensification of depressive symptoms after 
separation), an additional diagnosis of adjustment disorder should not be made.

A careful differential diagnosis is particularly important in relation to the 
other disorders specifically associated with stress, such as prolonged grief dis-
order and PTSD. Both adjustment disorder and prolonged grief disorder have 
preoccupation as a clinical feature. However, in prolonged grief disorder, the 
preoccupation is related to feelings of longing and a strong desire to be close to 
the deceased person. Unlike prolonged grief disorder, avoidance behavior can 
often be observed in relation to the relevant preoccupation in adjustment dis-
order. If an individual exhibits significant symptoms after a traumatic experience 
that do not meet the diagnostic requirements for PTSD, the diagnosis of adjust-
ment disorder should be considered. A key differentiating feature is that PTSD 
involves intrusive reexperiencing of events in the here and now, whereas pre
occupation in the context of the adjustment disorder involves a mental reminis-
cence; the events are perceived by the person as situated in the past.

Developmental Course

Although adjustment disorder is conceptualized as a transient disorder that is 
expected to remit within 6 months after the termination of the stressor and 
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its consequences, initial longitudinal studies suggest there is a serious risk of 

chronicity or intensification of symptoms. For example, in adjustment disorder 

following involuntary job loss, a majority of individuals reported symptom-

atology that persisted after 6 months, and a subset of individuals reported a high 

severity of symptoms that continued to increase beyond 6  months (Lorenz 

et al., 2018). The CDDR indicate that if the disorder persists beyond 6 months, a 

different diagnosis should be considered.

Assessment

The core ICD-11 symptoms of adjustment disorder can be measured by two 

relatively new assessment methods: the Adjustment Disorder–New Module 

(ADNM; Glaesmer et  al., 2015) and the International Adjustment Disorder 

Questionnaire (IADQ; Shevlin et al., 2020). The ADNM is based on the ICD-11 

and is available as a structured clinical interview or a self-report questionnaire, 

the latter being more widely used. It contains a list of potential stressors, as well 

as 20 items in Likert format on preoccupations and failure to adapt symptoms 

together with various accessory symptoms and has satisfactory reliability and 

validity (Lorenz et al., 2016). The ADNM-8 is a short version with eight items 

for the screening of the core symptoms, which also shows sufficient reliability 

(Kazlauskas et al., 2018).

The IADQ is also based on the ICD-11 and measures the core diagnostic 

requirements of adjustment disorder—stressor exposure, preoccupation with 

and failure to adapt to the stressor, and timing of symptom onset—and includes 

a psychosocial stressor checklist. The assessment of psychosocial and functional 

impairment consists of three separate items and is thus formulated more con-

cisely than in the ADNM.

CULTURAL CONSIDERATIONS

Research thus far on disorders specifically related to stress suggests that the inter

pretations of symptoms and traumatic events are likely subject to wide cultural 

variations (Hinton & Lewis-Fernández, 2011; Humayun & Somasundaram, 

2018). Descriptions of symptoms differ with regard to attention to somatic 

symptoms and in the use of metaphors related to the body or to the environ-

ment (Maercker & Heim, 2016). For example, ataque de nervios (an attack of the 

nerves) is an expression that appears in Latino populations in the Americas and 

is associated with a sense of instability of the entire person (Migliore, 1993). In 

some Asian cultures, such as the Tamil culture in India, manifestations of trau-

matic stress include perumuchu (deep, sighing breathing).

The CDDR include descriptions of cultural differences in the ramifications of 

traumatic events on a family, community, and social level in the context of dis-

orders specifically associated with stress to the extent they are known. The 

CDDR also acknowledge phenomena such as cultural bereavement and collec-

tive trauma (Humayun & Somasundaram, 2018). In collectivistic or sociocentric 
cultures, the impact of traumatic events may be experienced not so much 
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through changes in individual self-concept but rather through changes in family 
and community relationships including collective distrust, loss of values and 
norms, and antisocial behavior (Abramowitz, 2005; Bhugra & Becker, 2005).

GENDER-RELATED FEATURES

Previous studies suggest women have a higher risk of PTSD than men despite less 
overall trauma exposure (McGinty et al., 2021). Gender differences in prevalence 
of complex PTSD are less clear (McGinty et al., 2021), although some research 
suggests that complex PTSD symptoms tend to be more severe among women 
(Giarratano et al., 2020). This may be related to their experience of more inter-
personal violence, particularly of a sexual nature, their younger age at the time 
of trauma exposure, and their stronger perceptions of threat and loss of control 
during traumatic events. Consistent differences to date have not been found in 
the prevalence of prolonged grief disorder or adjustment disorder among men 
and women.

KEY POINTS

•	 The grouping of disorders specifically associated with stress comprises four 
disorders, two of which are new: complex posttraumatic stress disorder and 
prolonged grief disorder. The remaining two, PTSD and adjustment disorder, 
have been reorganized, in part by including more specific and focused symp-
tom requirements.

•	 The formulation of all disorders in this grouping, whether new or refined, 
was empirically guided by evidence from studies of symptom profiles and 
were later evaluated in field studies to confirm their consistency of appli-
cation by clinicians and their clinical utility (e.g., ease of use and goodness 
of fit to observed clinical phenomena; Keeley, Reed, Roberts, Evans, Medina- 
Mora, et al., 2016; Keeley, Reed, Roberts, Evans, Robles, et al., 2016).

•	 The inclusion of the new diagnosis of complex PTSD was in response to 
clinical and research evidence of the greater complexity and impairment 
associated with sustained and repeated exposure to trauma.

•	 The introduction of prolonged grief disorder was in response to a perceived 
clinical need and substantial evidence of impairment associated with pro-
longed grief.

•	 The revised adjustment disorder diagnosis places greater emphasis on pos-
itive symptoms and impairment and has eliminated subtypes, which were 
not widely used and undermined clinical utility.
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Dissociative Disorders
Andrew Moskowitz, Ellert Nijenhuis, Alexander Moreira-Almeida, and 
Roberto Lewis-Fernández

OVERARCHING LOGIC

Dissociative disorders require a truly psychologically informed approach to 

assessment and diagnosis. A narrow focus on presenting signs and symptoms 

could lead to mistaken diagnoses because some symptoms that frequently 

occur in dissociative disorders are also characteristic of various anxiety or fear- 

related disorders, depressive disorders, schizophrenia and other primary psy-

chotic disorders, and diseases of the nervous system. Symptoms such as hearing 

voices or blindness, for example, may be attributed to psychosis or neurological 

disease if they are not recognized as part of a dissociative disorder presenta-

tion. An accurate diagnosis can only be obtained through an examination of 

the psychological function of the symptoms and—particularly in the case of 

more complex dissociative disorders such as dissociative identity disorder 

(DID) and partial DID—the underlying dissociative personality structure. Fre-

quently, these symptoms represent adaptations to acute or chronic trauma-

tizing experiences—that is, psychological attempts to protect the person from 

the environment.

Often, an accurate dissociative disorder diagnosis, particularly DID, may not 

be obtained until years after the individual’s first contact with mental health 

services (Dell, 2009). This is partly because intensive interviews are generally 

required to establish a DID diagnosis, but several other factors also contribute 

https://doi.org/10.1037/0000392-011
A Psychological Approach to Diagnosis: Using the ICD-11 as a Framework, G. M. Reed,  
P. L.-J. Ritchie, and A. Maercker (Editors)
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to delays in appropriate diagnosis and treatment. These include a lack of profes-
sional awareness and knowledge of dissociative disorders (Şar & Ross, 2006), 
lack of training in the assessment of dissociative disorders (Dell, 2009), and even 
frank skepticism about their validity (Piper & Merskey, 2004). However, because 
dissociative disorders commonly cause considerable disability and suffering, 
appropriate and timely diagnosis and treatment are of crucial importance.

In the 11th revision of the International Classification of Diseases (ICD-11; World 
Health Organization [WHO], 2023), the grouping of dissociative disorders is 
placed immediately after the grouping of disorders specifically associated with 
stress. Dissociative disorders are usually associated with highly stressful events, 
but such exposure, in contrast to disorders specifically associated with stress,  
is not a part of their diagnostic requirements. Rather, what ties the dissociative 
disorders together is the phenomenon of dissociation. As conceptualized in the 
Clinical Descriptions and Diagnostic Requirements for ICD-11 Mental, Behavioural and 

Neurodevelopmental Disorders (CDDR; WHO, 2024), dissociation is an involun-
tary disruption or discontinuity in the normal integration of one or more of the 
following: identity, sensations, perceptions, affect (mood), thoughts, memories, 
bodily movements, or behavior. This disruption or discontinuity may be com-
plete or partial and can vary from day to day or even from hour to hour. It is 
characterized as “involuntary” to exclude time-limited dissociative states that are 
intentionally produced, such as trance states induced as part of culturally sanc-
tioned rituals.

A PSYCHOLOGICAL APPROACH TO DISSOCIATIVE DISORDERS

A psychological approach to dissociative disorders begins with an adequate 
understanding of dissociation. Dissociative disorders involve a wide range of 
sensory, motor, cognitive or affective symptoms; these can either involve the 
presence of intrusive experiences (e.g., pain without an apparent medical 
cause; trauma-related imagery) or the absence of normal experiences, such as 
memories (amnesia) or sensations (e.g., anesthesia; Nijenhuis, 2004). Many of 
the symptoms of dissociative disorders can occur in other ICD-11 mental dis
orders or other medical conditions. For example, gaps in memory may be asso-
ciated with the use of psychoactive substances, neurocognitive disorders, mood 
disorders, or schizophrenia and other primary psychotic disorders. However, 
the memory gaps in dissociative amnesia, unlike in these other disorders, gen-
erally develop after traumatizing events and can be seen as attempts at adapta-
tion or coping. Thus, an accurate dissociative disorder diagnosis requires careful 
evaluation of both the relevant signs and symptoms and whether they arise 
from dissociated mental functions. For dissociative disorders affecting primarily 
a single function (memory for dissociative amnesia or specific motor or sensory 
functions in the case of dissociative neurological symptom disorder), the exclu-
sion of a neurological or other medical etiology is also crucial. In addition, for 
the diagnosis of more complex dissociative disorders such as DID and partial 
DID, evidence must be gathered related to dissociative parts of the personality 
(also called dissociative identities or dissociative personality states) that give rise 
to the relevant signs and symptoms, as described later in this chapter.
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GENERAL PRINCIPLES OF ASSESSING DISSOCIATIVE DISORDERS

Determining whether a symptom results from dissociative processes requires 

an investigation of the circumstances surrounding the onset of the symptoms, 

the possible meaning of the symptoms in the context of the individual’s life, 

and evidence that such symptoms arise from nonintegrated or insufficiently 

integrated components of the personality. A detailed life history is essential, 

with particular focus on traumatizing events from childhood and adulthood, 

along with recent stressful events, and the full range of dissociative symptoms. 

Special attention should be paid to life circumstances surrounding experiences 

of memory gaps, depersonalization or derealization, unexplained physical com-

plaints, and identity confusion or alteration. Reported life experiences may be 

stressful or traumatizing in themselves and may also be linked to earlier trauma-

tizing experiences. Early childhood experiences of disorganized attachment 

(Dutra et al., 2009) or disturbing, intrusive medical experiences (Diseth, 2006) 

may also contribute to the etiology of dissociative disorders. With the indi

vidual’s permission, interviewing knowledgeable friends or family and, if pos-

sible, previous therapists or clinicians about interpersonal conflicts, adverse and 

stressful events, and episodes of amnesia or apparent identity alteration can 

inform the diagnostic process.

There are several brief screening instruments that are freely available in 

multiple languages, including the Dissociative Experiences Scale (Carlson & 

Putnam, 1993), the Somatoform Dissociation Questionnaire–20 (Nijenhuis 

et al., 1996), and the Dissociative Symptoms Scale (Carlson et al., 2018). Such 

scales can be a valuable adjunct to careful interviewing (Müller-Pfeiffer et al., 

2013) but are insufficient as a sole basis for diagnosing a dissociative disorder. 

Any use of measures should give careful consideration to the cultural and lin-

guistic context of the individual patient. Measures should be culturally appro-

priate, administered in the preferred language of the individual to whom they 

are given (whether as originally developed or as a validated translation), and 

any standardization (e.g., t-scores, clinical cutoffs) should be appropriately 

normed for the local population. When these conditions are not met, test 

results must be interpreted with caution.

The Structured Clinical Interview for Dissociation Assessment in Therapy, 

Forensics, and Research (SCID-D; Steinberg, 2023) is designed to assess core 

dissociative symptoms or experiences that form the basis of dissociative dis-

order diagnoses in both the fifth edition of the Diagnostic and Statistical Manual 

of Mental Disorders (DSM) and the ICD-11. The SCID-D assesses for experiences 

of amnesia, depersonalization, derealization, identity confusion, and identity 

alteration, but does not address dissociative bodily symptoms. The SCID-D may 

be useful for differential diagnosis or as a source of information about how 

to ask about specific dissociative symptoms. However, it is not in the public 

domain, is expensive to use, and validated translations are so far available in 

few languages (e.g., Piedfort-Marin et al., 2022).

There are particular challenges associated with assessing for the presence of 

dissociative parts of the personality, the central feature of DID and partial DID. 
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As noted earlier, one important potential source of information is other indi-

viduals in a current or past personal or professional relationship with the 

individual who may be able to provide relevant evidence (e.g., striking changes 

in behavior, reported amnesia). Two other important sources of information 

come from the person themselves: (a) their report of past experiences and 

actions and (b) their behaviors during the actual interview(s). Familiarity with 

and training in the administration of a structured dissociation interview like 

the SCID-D can be very useful in this regard. Past experiences of losing time, 

finding oneself in another place without remembering how one got there, 

wearing clothes one doesn’t remember putting on, or being with people one 

doesn’t remember meeting all can be clues to the presence of dissociative parts 

of the personality.

In addition, relevant information may (but does not always) manifest 

during the interview through the person’s speech and behavior. For example, 

there may be strikingly inconsistent answers (e.g., about one’s childhood 

experiences), amnesia for questions previously asked, subtle or dramatic 

shifts in facial expressions and communication style, or even spontaneous 

identity alternations, with the newly appearing dissociative identities pos-

sibly requiring acclimatization to the interview setting and the interviewer. 

The person reporting hearing voices during the interview can also be an 

important clue, as these may represent dissociative parts that have distinct 

perspectives. It may be possible for the interviewer to speak with them, either 

directly or through the person themselves, which would provide strong evi-

dence for the presence of dissociative parts of the personality (Moskowitz 

et  al., 2017). However, this should not be attempted without adequate 

training.

DISSOCIATIVE NEUROLOGICAL SYMPTOM DISORDER

Presentations and Symptom Patterns

In the CDDR, dissociative neurological symptom disorder is diagnosed on the 

basis of involuntary disruption or discontinuity in the normal integration of 

motor, sensory, or cognitive functions, lasting at least several hours. The symp-

toms are inconsistent with a recognized disease of the nervous system or other 

medical condition, a neurodevelopmental or neurocognitive disorder, or another 

mental disorder and are not due the effects of a substance or medication. The 

symptoms of dissociative neurological symptom disorder manifest as either 

(a) intrusive sensations or movements (e.g., nonepileptic seizures or involun-

tary muscle movements such as chorea, myoclonus, tremor, dystonia, or 

dyskinesia) or (b) the loss of normal sensations or movements (e.g., blindness, 

anesthesia, analgesia, or motor inhibition or “freezing”). The onset of the symp-

toms is typically directly or symbolically linked to traumatizing or highly stressful 

events (Nijenhuis, 2004), and the symptoms may be viewed as expressions of 
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insufficiently integrated emotional or other psychological difficulties. The three 

most prevalent types of symptoms are nonepileptic seizures, loss of consciousness, 

and motor symptoms. To be diagnosed, the symptoms must be severe enough to 

cause significant impairment in personal, family, social, educational, occupa-

tional, or other areas of functioning. Dissociative neurological symptom disorder 

was referred to as conversion disorder in the past, a term that has been retained 

in DSM-5, and is also sometimes referred to as functional neurological disorder. 

The ICD-11 label intentionally emphasizes the underlying dissociative nature of 

the symptoms.

Specifiers

A range of specifiers are provided for dissociative neurological symptom dis-

order to describe the specific nature of the symptoms involved (e.g., visual 

disturbance, vertigo or dizziness, nonepileptic seizures, paresis or weakness), 

including an “other specified” symptoms category. In addition to the common 

motor and sensory disturbances such as nonepileptic seizures and inability to 

see, hear, or move, specific categories are provided for cognitive symptoms, 

such as memory or language problems.

Differential Diagnosis

The term dissociative neurological symptom disorder indicates the presence of 

symptoms that do not have a demonstrable neurological or other medical 

basis but rather are dissociative in nature. Symptoms of neurological origin, 

such as those due to temporal lobe epilepsy or a neurological sensory 

abnormality (e.g., blindness) must be excluded. This assessment is based on 

negative findings from physical exam and other relevant tests or the pres-

ence of a pattern of symptoms that is inconsistent with the recognized 

presentation of neurological disorders or other medical conditions. Symp-

toms consistent with dissociative neurological symptom disorder may also 

occur as part of another dissociative disorder, such as DID, and in these 

cases, an additional diagnosis of dissociative neurological symptom dis-

order should not be assigned. Other mental disorders such as hypochondri-

asis (health anxiety), bodily distress disorders, or factitious disorders may 

also be characterized by bodily symptoms that do not have a demonstrable 

medical basis, but in these disorders, the symptoms do not derive from dis-

sociative processes.

Assessment

Medical evaluation is needed to rule out neurological etiologies. Establishing 

the dissociative nature of presenting symptoms requires detailed interviewing, 

which may be facilitated by instruments such as the Somatoform Dissociation 

Questionnaire–20 (Nijenhuis et al., 1996).

Co
py

rig
ht

 A
m

er
ic

an
 P

sy
ch

ol
og

ic
al

 A
ss

oc
ia

tio
n.

 N
ot

 fo
r 

fu
rt

he
r 

di
st

rib
ut

io
n.



198  Moskowitz et al.

DISSOCIATIVE AMNESIA

Presentations and Symptom Patterns

In the CDDR, dissociative amnesia is characterized by the inability to recall 
important autobiographical information that is inconsistent with ordinary 
forgetting and is associated with significant impairment. This inability to 
recall—typically of groups of memories, rather than single activities, feelings, 
or thoughts—is assumed to be psychologically motivated as a form of protec-
tion against, or adaptation to, overwhelming cognitions and emotions deriving 
from personal experiences of a highly stressful or traumatic nature (Dalenberg 
et  al., 2012). Experimental psychology research has demonstrated that 
traumatizing events can be associated with deficits not due to an underlying 
neurological disease process in both forming and accessing trauma-related 
memories (Staniloiu & Markowitsch, 2014). In dissociative amnesia, the diffi-
culties involve memories of the past, related to episodic-autobiographical infor-
mation (e.g., life events), not the creation of new memories. Other cognitive 
abilities such as intelligence and language capacities are unaffected. Implicit or 
general semantic memory (i.e., knowledge, information) is preserved, but pro-
cedural memory (i.e., learned actions, such as bicycle riding) is occasionally 
involved. Dissociative amnesia is commonly associated with difficulties in forming 
and sustaining satisfying interpersonal relationships and may also be associated 
with self-mutilation, suicide attempts, other high-risk behaviors, depression, 
depersonalization, and sexual problems.

Three types of dissociative amnesia have been described (Loewenstein et al., 
2017). In localized amnesia, the inability to recall is circumscribed to a discrete 
period (e.g., 1 year of elementary school). Selective amnesia is characterized by 
the ability to remember some, but not all, of the events during a circumscribed 
period (e.g., inability to recall combat-related events but not other aspects of 
military deployment occurring during the same period). In generalized amnesia, 
individuals are unable to recall their entire life, often including their identity. 
This latter type is rare and most often develops after acute, traumatizing events, 
such as combat or rape.

The failures of recollection in dissociative amnesia are not due to the effects 
of a substance or medication, to a disease of the nervous system (e.g., tem-
poral lobe epilepsy), or to head trauma. The amnesia does not occur exclu-
sively during another dissociative disorder and cannot be better accounted 
for by another mental disorder (e.g., posttraumatic stress disorder [PTSD]). 
Many individuals with nongeneralized amnesia present for care not because 
of their memory loss but due to other complaints, such as physical symptoms 
(e.g., blindness, arm paralysis), depersonalization/derealization, or symptoms 
common to other disorders (e.g., depressed mood, suicidal ideation). Indi-
viduals with dissociative amnesia may be partly unaware of their memory 
problems, and those who are aware may minimize their importance and 
become uncomfortable when prompted to address them. The dissociated 
memories may reveal themselves in a disguised form, such as in flashbacks, 
nightmares, or physical symptoms.
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The disorder typically has a clear-cut onset and offset, enabling the person 

to recognize subjective gaps in memory. Episodes typically resolve within 

hours to months, spontaneously or with treatment. However, the amnesia 

can become chronic in some circumstances, such as when there is strong 

motivation not to recall the memories (because of overwhelming fear of what 

they might contain) or when functioning is impaired and integrative capacity 

is severely limited (Staniloiu & Markowitsch, 2014).

Specifiers

In the ICD-11, a specifier of “with or without dissociative fugue” may be applied 

to dissociative amnesia. Dissociative fugue is defined as sudden, apparently 

purposeful travel away from home, work, or significant others for an extended 

period (days, weeks, or even months) that is accompanied by amnesia for the 

person’s usual circumstances and even their identity that still allows them to 

conduct complex activities. At a later stage, the person may become aware 

of the amnesia or loss of identity and may develop confusion; trance-like 

behavior; other dissociative, mood, anxiety, or PTSD symptoms; or suicidal 

behavior, often accompanied by amnesia for the first stage of the fugue.

Differential Diagnosis

Dissociative amnesia must be distinguished from alternative etiologies of 

memory loss. These include age-associated cognitive decline, other dissociative 

disorders, other mental disorders (e.g., PTSD, acute and transient psychotic dis-

order), the direct effects of substance use, neurocognitive disorders, head 

trauma, and other medical conditions (e.g., a brain tumor). A general principle 

of the differential diagnosis of dissociative amnesia is that in patients with other 

physical and mental conditions, the memory loss for personal information is 

embedded in a broader set of cognitive, linguistic, attentional, behavioral, and 

memory problems (Loewenstein et al., 2017). Moreover, in nondissociative 

amnesia, a specific etiological factor or underlying disease process may be found 

(e.g., thiamine deficiency in Korsakoff syndrome). In addition, unlike in most 

neurocognitive disorders and substance-related memory impairments, dissocia-

tive amnesia is frequently reversible, typically through treatment.

Assessment

No single test or examination can establish whether a memory disorder has a 

dissociative, neurocognitive, factitious, malingered, or mixed etiology (Staniloiu 

& Markowitsch, 2014). Neuroimaging can help rule out disorders due to major 

brain injury, which is not typical of dissociative amnesia, although cases of 

mild traumatic brain injury have been observed. Several instruments may 

facilitate evaluation, including the SCID-D and the Steinberg Dissociative 

Amnesia Questionnaire (Şar et al., 2014; Steinberg & Schnall, 2000). It can be 

Co
py

rig
ht

 A
m

er
ic

an
 P

sy
ch

ol
og

ic
al

 A
ss

oc
ia

tio
n.

 N
ot

 fo
r 

fu
rt

he
r 

di
st

rib
ut

io
n.



200  Moskowitz et al.

useful to interview family members or caretakers about recent life events, 
including the occurrence of stressful or traumatizing life events.

TRANCE DISORDER AND POSSESSION TRANCE DISORDER

Presentations and Symptom Patterns

Trance and possession trance disorders are characterized in the CDDR by a 
marked involuntary alteration in an individual’s state of consciousness resulting 
in a trance state or a possession trance state (a trance state that is experienced 
as being controlled by another entity). These changes in consciousness occur 
during a single episode that lasts for at least several days or as recurrent epi-
sodes. The trance state is characterized by a narrowing of awareness of the 
person’s surroundings or an unusually narrow and selective focus on specific 
environmental stimuli (e.g., an unfocused or fixed gaze, focusing only on one 
person or object, or unresponsiveness to pain). It is also characterized by a 
limited repertoire of movements, postures, and speech (Cardeña et al., 2009). 
Amnesia may or may not occur. In possession trance disorder, the individual’s 
normal sense of personal identity is replaced by what is attributed to be an 
external “possessing” identity such as a spirit, power, deity, or other spiritual 
entity. Changes in consciousness and the subjective sense of being externally 
controlled are attributed to the possessing agent, as evidenced by phenomena 
such as involuntary shaking movements, talking in a different voice, or being 
unable to move or speak (van Duijl et al., 2013). There is typically amnesia for 
the episode of possession. In both trance and possession trance disorders, the 
observed behaviors are experienced as being beyond the individual’s control.

Both possession trance disorder and trance disorder most commonly occur 
in the context of stressful events, or chronically stressful conditions. The per-
sonality and behaviors of the possessing entity in possession trance disorder 
are often consistent with local cultural patterns and beliefs. A diagnosis of 
trance disorder or possession trance disorder should be made only when the 
trance or possession trance states are unwanted, uncontrolled, and involuntary 
and cause significant distress or functional impairment. A diagnosis of trance 
disorder or possession trance disorder is not warranted when trance states 
occur only when falling asleep or waking up, or due to fatigue, substance use, 
or a disease of the nervous system.

Globally, most trance and possession trance states are experienced during 
collective cultural or religious practices that create little or only transient dis-
tress to the person or members of their cultural community and have no 
pathological sequelae and therefore should not be considered to be symp-
toms of a mental disorder. Some individuals (e.g., mediums), habitually enter 
trance or possession trance states to perform religious, spiritual, or cultural 
functions. Compared with individuals who enter trance or possession trance 
states for ritual purposes, those in whom trance is a feature of a diagnos-
able dissociative disorder have a higher rate of other mental disorders such 
as depressive disorders and disorders due to substance use, poorer social 
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adjustment, and greater likelihood of previous exposure to trauma (Moreira- 

Almeida & Cardeña, 2011).

Differential Diagnosis

Although individuals with trance disorder or possession trance disorder may 

experience amnesia for trance or possession trance episodes, it is distinguished 

from dissociative amnesia in that the memory disruption involves only what 

happened during the period of altered states of consciousness and is accom-

panied by other trance or possession trance symptoms. The relationship 

between possession trance disorder and DID is a subject of debate. It is unclear 

whether possession trance disorder results from underlying dissociative states 

(dissociative identities), as would be the case in DID, or represents more tran-

sient and less pervasive dissociative pathology, whose expression is facilitated 

by cultural acceptance of the intrusion of spiritual forces into the everyday 

world. Longitudinal follow-up of individuals with possession trance disorder 

is needed to ascertain the frequency of its recurrence as a marker of pervasive 

dissociative vulnerability. Some individuals present with both internal and 

external types of identities (some alternate identities are referred to as parts 

of the patient’s own mind and others are viewed as external possessing 

spirits). When this occurs, the diagnosis of DID would be more appropriate. It 

is worth noting that the boundary between possession trance disorder and 

DID is treated differently in the ICD-11 than it is in the DSM-5, where posses-

sion trance experiences are treated as culturally patterned variants of DID. In 

ICD-11, possession trance disorder is a separate diagnosis, reflecting its preva-

lence and global distribution (Spiegel et al., 2011).

The differential diagnosis of possession trance disorder and schizophrenia 

or other primary psychotic disorders is crucial. While perceptual alterations, 

such as hearing voices, are common during episodes of possession trance, 

these symptoms are usually episodic, abate after the possession episodes, and 

appear to have a dissociative origin. Negative symptoms of schizophrenia 

(e.g., apathy) are uncommon in trance disorder or possession trance disorder 

and chronic psychotic symptoms are rare. Very transient trance or possession 

trance experiences (typically minutes to hours rather than several days) may 

occur in the context of some other mental disorders, such as an anxiety or 

fear-related disorders or depressive disorders. In these cases, an additional 

trance disorder or possession trance disorder diagnosis is not warranted.

The differentiation between nonpathological and pathological trance pre

sents a challenge similar to other mental disorders that resemble spiritual 

experiences: avoiding the extremes of pathologizing normal experiences 

(thus causing iatrogenic harm) or considering an experience as nonpatholog-

ical, which is actually better understood as a symptom of mental disorder 

(and thus not offering necessary treatment). Since cultural norms may mask 

or camouflage an actual mental disorder, cultural acceptance should not be 

the only criterion on which to evaluate whether a given experience is 

pathological. It is essential to take into consideration other criteria, such as 
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suffering, functional impairment, lack of control over the experience, and the 
presence of other symptoms suggestive of a mental disorder (Moreira-Almeida 
& Cardeña, 2011).

Assessment

It is important to assess the family and cultural context of the trance or pos-
session trance episodes. Key questions include the degree to which the expe-
riences are considered odd or frightening by the person and others in their 
social network, to what extent the experiences are unwanted and uncontrolled, 
and the associated level of distress and impairment.

DISSOCIATIVE IDENTITY DISORDER

Presentations and Symptom Patterns

DID is described in the ICD-11 CDDR as a disruption of identity characterized by 
the presence of two or more distinct personality states (dissociative identities) 
associated with marked discontinuities in sense of self and agency. Each dis
sociative identity includes its own pattern of experiencing, perceiving, con-
ceiving, and relating to the self, body, and environment; but dissociative 
identities may share some autobiographical memories (e.g., school events 
that do not evoke strong emotions) and skills (such as speaking a foreign lan-
guage). At least two dissociative identities recurrently take control of the per-
son’s consciousness and functioning, including daily life functions such as 
parenting, work, or during specific situations perceived as threatening. These 
changes are accompanied by alterations in motivation, sensation, affect, per-
ception, cognition, memory, motor control, and behavior. DID symptoms are 
not due to the direct effects of a substance or medication on the central ner-
vous system, including withdrawal effects, and are not due to a disease of the 
nervous system or a sleep–wake disorder.

Substantial episodes of amnesia typically occur at some point in the course 
of the disorder. However, dissociative identities may be aware and remember 
the activities of other dissociative identities. Dissociative identities may also 
intrude on each other’s thoughts, emotions, perceptions, behaviors, or bodily 
sensations. Beyond having different psychological characteristics, different 
dissociative identities appear to be associated with differential neurobiological 
activity (Schlumpf et  al., 2014). For example, one study found that when 
confronted with threat cues or reminders of traumatizing events, identities 
focused on defending against a threat differed significantly in physiological 
features and brain activity from identities that normally undertake daily life 
activities (Reinders et al., 2016).

DID has been diagnosed more often in women than in men, with gender 
ratios of up to 8:1 reported (Loewenstein et al., 2017). However, it is possible 
that differences in help seeking or clinician bias may lead to substantial 
underdiagnosis of DID in men.
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Differential Diagnosis

In contrast to DID, partial DID does not involve alternating dissociative iden-
tities that recurrently take executive control over consciousness and behavior. 
In possession trance disorder, the dissociative identities are attributed to 
external, usually spiritual, entities, whereas in DID they are usually inter-
preted as parts of the person. Individuals with PTSD and complex PTSD may 
experience alterations in identity and agency when reexperiencing traumatic 
events (e.g., flashbacks), but these alternations do not occur in other circum-
stances. However, DID often co-occurs with PTSD or complex PTSD, as well 
as with anxiety or fear-related disorders and depressive disorders.

Personality disorder is characterized by persistent disturbances in sense of 
identity and self-direction and often by problems with affect regulation, but it 
does not involve the presence of dissociative identities. While intrusion symp-
toms may also occur in schizophrenia or other primary psychotic disorders, 
individuals with DID do not exhibit formal thought disorder or negative symp-
toms of schizophrenia (e.g., flat affect, social withdrawal). However, some psy-
chotic symptoms that are emphasized in the diagnosis of schizophrenia, such 
as auditory or verbal hallucinations and experiences of influence, passivity and 
control can also occur in DID as intrusive dissociative symptoms (Moskowitz 
& Heim, 2019). The presence of other concurrent symptoms helps to distin-
guish between the dissociative and psychotic disorders.

Assessment

Many individuals with DID are not correctly diagnosed for many years even 
when they do come into contact with mental health services. Individuals with 
this disorder often do not disclose their experiences out of shame, fear, or 
concern they will not be believed. A significant challenge to accurate assess-
ment lies in the nature of the disorder; individuals often have apparently high- 
functioning parts of their personality that may be aware only of peculiar gaps 
in their memory or medically unexplained headaches or physical pain. A cor-
rect diagnosis may take several sessions to establish evidence for different dis-
sociative identities (dissociative parts of the personality). Multiple sources of 
information, including interviews with family members and the use of diag-
nostic instruments, may be required. Particularly for DID and partial DID, 
structured diagnostic interviews such as the SCID-D can be useful.

PARTIAL DISSOCIATIVE IDENTITY DISORDER

Presentations and Symptom Patterns

Partial DID is introduced in the ICD-11 to capture clinical presentations related 
to, but less complex than, those found in DID. Such presentations have long 
been recognized but were previously characterized as part of a residual diag-

nostic category (such as “other specified dissociative (conversion) disorder” in 
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the ICD-10 or “dissociative disorder not otherwise specified” in the DSM). Like 

DID, partial DID is characterized by two or more distinct personality states 

(dissociative identities), involving marked discontinuities in sense of self and 

agency. However, in partial DID these dissociative identities do not typically 

take control of the person’s consciousness and functioning. Rather, the person 

(technically, the dominant dissociative identity) regularly experiences intru-

sions by other dissociative parts of the personality, in the form of voices, 

visions, thoughts, perceptions, movements, or emotions. These are typically 

aversive and are not experienced as being “owned” by the dominant dissocia-

tive identity. Episodes of amnesia are rare and usually brief.

Providing a diagnostic label for this presentation is important because it is 

a common form of dissociative pathology (roughly 40% of all dissociative 

disorders) in both inpatient and outpatient settings (Dell, 2009). The term 

partial DID does not imply that individuals with this condition suffer less than 

those with DID. Indeed, the functioning of individuals diagnosed with partial 

DID, whose consciousness may be intruded on frequently throughout the day 

and night, is typically significantly impaired.

Differential Diagnosis

The distinction between DID and partial DID, with regard to symptomatology, 

is largely one of degree. In contrast to DID, alternating dissociative identities 

are rare and transient in partial DID and are typically associated with highly 

stressful experiences or episodes of self-harm. Nondominant dissociative iden-

tities are also less elaborated and independent than in DID, with a more cir-

cumscribed behavioral repertoire. However, intrusions may also occur in DID, 

and these episodes, as in partial DID, might not be associated with amnesia. 

The key distinction is that episodes of executive control by alternate dissocia-

tive identities are sporadic and circumscribed in partial DID but are typically a 

regular and sustained occurrence in DID. Consistent with the less profound 

dissociation of the personality in partial DID, the severity of psychological 

(cognitive–emotional) and somatoform dissociative symptoms, although still 

high, is significantly lower than in DID (Nijenhuis, 2015).

Intrusions regularly occur in trance and possession trance disorders, but in 

partial DID, there is evidence of distinct personality states that are not attributed 

to external possessing agents. Symptoms common in psychotic disorders, 

such as intrusive thoughts and hearing voices, frequently occur in partial DID 

(Moskowitz et al., 2017) but without delusions, formal thought disorder, or 

the negative symptoms of schizophrenia (e.g., flat affect, social withdrawal).

Assessment

Assessment procedures for Partial DID are similar to those for DID. The use of 

a formal dissociative disorders interview such as the SCID-D may be required, 

particularly to rule out other possible diagnoses; self-report measures of dis-

sociative symptoms can also be useful.
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DEPERSONALIZATION-DEREALIZATION DISORDER

Presentations and Symptom Patterns

Depersonalization-derealization disorder is characterized by persistent or recur-

rent experiences of depersonalization and/or derealization. Depersonalization 

involves feeling that the self is strange or unreal, or one is detached from or an 

outside observer of one’s thoughts, feelings, sensations, body, or actions. Deper-

sonalization may take the form of emotional and/or physical numbing, a sense 

of watching oneself from a distance, or perceptual alterations (e.g., a distorted 

sense of time). Derealization is characterized by experiencing other persons, 

objects, or the world as strange or unreal (e.g., dreamlike, distant, foggy, life-

less, colorless, or visually distorted) or feeling detached from one’s surround-

ings. These experiences are common during highly stressful events, typically to 

distance or detach oneself from overwhelming experiences, and are usually 

transient (Simeon, 2009). Individuals with depersonalization-derealization dis-

order have developed a particular pattern of emotional responses to stressful 

stimuli, which appears to have neurobiological correlates and manifests in 

hypoemotionality or numbing (Sierra & Berrios, 1998).

Depersonalization-derealization disorder symptoms may be episodic or 

chronic and persistent. They are experienced as distressing and typically result 

in significant impairment in personal, family, social, educational, occupational, 

or other important areas of functioning. However, the diagnosis can still be 

assigned when functioning is maintained through significant additional effort. 

For example, some individuals with depersonalization-derealization disorder 

may be able to avoid exhibiting or discussing their symptoms in work contexts 

that are highly structured or require only limited social contact.

Differential Diagnosis

Experiences of depersonalization or derealization may occur in other disso-

ciative disorders, mood disorders, and anxiety or fear-related disorders but do 

not warrant a separate diagnosis unless the depersonalization or derealization 

symptoms become chronic after the co-occurring disorder improves. Such symp-

toms are also found in schizophrenia or other primary psychotic disorders but 

are typically associated with delusions. In depersonalization-derealization dis-

order, the experiences have an “as-if” quality, and the person recognizes that 

they are not “real” (Simeon, 2009). Limited expression of emotion (flat affect) 

may occur, but other symptoms of schizophrenia are absent. A diagnosis of 

depersonalization-derealization disorder is not warranted if the experiences are 

due to a substance or medication or to a medical condition.

Assessment

Depersonalization-derealization disorder commonly co-occurs with other mental 

disorders and may be masked by anxiety or depressive symptoms. Individuals 
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are often reluctant to describe their apparently bizarre experiences for fear 

of being considered psychotic. Facial and bodily expressions of emotion may 

be limited as a part of the characteristic depersonalization-derealization dis

order symptom of emotional numbing and can be a diagnostic clue. A dis

sociative disorders interview or specialized assessment tool such as the 

Cambridge Depersonalization Scale (Sierra & Berrios, 2000) may be useful 

for assessment.

DEVELOPMENTAL COURSE OF DISSOCIATIVE DISORDERS

Dissociative disorders are typically diagnosed in adulthood, but adolescent 

cases of DID, depersonalization-derealization disorder, or trance disorder and 

possession trance disorder do occur. In addition, childhood cases of DID and 

trance disorder and possession trance disorder have been reported.

Adverse childhood experiences, especially childhood trauma, are a major 

precipitant for all dissociative disorders. Although some dissociative disorders 

may arise in response to adult trauma, they are more typically associated with 

childhood physical, sexual, and emotional abuse, as well as with emotional 

neglect. The association between childhood trauma and dissociation is gener-

ally a dose–response relationship; the more chronic and severe the adversity, 

the more severe the dissociation tends to be. Exposure to multiple types of 

adverse events, in comparison to only one form of abuse, is associated with 

more severe dissociative symptoms (Nijenhuis, 2015).

DID, in particular, is strongly linked to chronic traumatizing life events, 

including early-onset childhood physical, sexual, and emotional abuse, along 

with emotional neglect and related disruptions of attachment (Dalenberg et al., 

2012; Şar et al., 2017). Frequently, multiple perpetrators are involved, often 

including parents or other close relatives. This confronts the traumatized child 

with an exceptionally difficult situation: For their physical and psychological 

survival, they must approach and seek comfort from the very persons who 

harm them. Children who develop DID adjust to this situation by creating dis-

sociative identities motivated by attachment needs and dissociative identities 

motivated by defensive/protective needs. Indeed, for this reason it has been 

argued that disorganized (fearful–avoidant) attachment, usually understood 

as arising from an infant coming to fear their attachment figure because of 

threatening behavior, contributes to the development of dissociation and is a 

risk factor for DID (Dutra et al., 2009; Liotti, 2004; Pasquini et al., 2002). 

Similar developmental factors may play a role for partial DID, but research is 

limited. Finally, in depersonalization-derealization disorder, reports of child-

hood physical or sexual abuse also occur but tend to be rated as less frequent 

or severe than those reported in other dissociative disorders; on the other 

hand, emotional abuse appears to be a common childhood precipitant of 

depersonalization-derealization disorder (Simeon et al., 2001).
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CULTURAL CONSIDERATIONS

Clinicians are cautioned against interpreting experiences that are part of 
accepted cultural, religious, or spiritual practice as evidence for a dissociative 
disorder. Pathologizing transient dissociative experiences that are common in 
certain healing and religious practices around the world should be avoided. 
Nonetheless, specific patterns of dissociative disorder presentations may reflect 
local specificity. Symptoms of dissociative neurological symptom disorder, for 
example, may vary by region (e.g., heat and “peppery” sensations in parts of 
Asia and Africa). The identities and behaviors presented during the altered 
state in possession trance disorder vary cross-culturally, typically corresponding 
to the spiritual beliefs of each society.

In some contexts, individuals with trance disorder or possession trance dis-
order presentations may gradually learn to control and integrate these expe
riences through training in culturally endorsed spiritual or psychological 
practices. Although their initial level of distress may warrant the diagnosis, 
over time these experiences may become nondistressing, circumscribed to 
ritual settings, and even adaptive (Moreira-Almeida, & Cardeña, 2011). By 
contrast, intentionally induced experiences of depersonalization and dereal-
ization can be desired objectives of spiritual or meditative practices. In some 
societies, presentations of DID or partial DID may tend to occur after stressful 
precipitants (e.g., chronic parental affect dysregulation) even in the absence of 
known physical or sexual abuse (Şar et al., 2017). The tendency toward disso-
ciative responses to stressors may be increased in cultures with less individual-
istic conceptions of the self or in circumstances of socioeconomic deprivation.

VALIDITY

The validity of some dissociative disorders, particularly those associated with 
amnesia and sustained personality changes (i.e., DID, partial DID, dissocia-
tive amnesia, and dissociative fugue) has been debated. Many argue that dis-
sociative disorders are typically related to traumatizing events. However, 
an alternative view, often called the sociocognitive model, proposes that suggestive 
individuals are trained by therapists into believing “false memories” of abuse 
(about which it is claimed they previously experienced “amnesia”) and coached 
into acting as though they experience and express multiple parts of their per-
sonality (Spanos, 1996). There is, however, strong empirical evidence arguing 
against the validity of the sociocognitive model. This includes evidence that 
(a) traumatic memories are most often recalled, after a period of years with 
no recollections, outside of the context of therapy; (b) such memories appear 
no more or less accurate than traumatic memories that have been continu-
ously recalled; (c) persons diagnosed with DID are no more suggestible and 
fantasy prone than individuals with PTSD or personality disorder with border-

line pattern; (d) psychological, physiological, and neurobiological functioning 
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appears significantly different between identity states in individuals with DID 
but not in highly suggestible controls and actors instructed and trained to 
“fake” the dissociated identities of DID; and (e) the neurobiological sequelae 
and structural brain changes occurring after childhood abuse, and in PTSD, 
are broadly similar to those seen in severe dissociative disorders (Chalavi 
et al., 2015; Dalenberg et al., 2012; Nijenhuis, 2015; Vissia et al., 2016).

PREVALENCE

Abundant research demonstrates the global presence of dissociative disorders. 
General population studies show a lifetime prevalence of dissociative amnesia 
(primarily without fugue) of 2% to 7%, depersonalization-derealization dis-
order of 1% to 3%, possession trance disorder of 1% to 3.5%, DID of 1%  
to 1.5%, and partial DID (or DSM-IV dissociative disorder not otherwise  
specified, a previous category which overlaps with partial DID) of 2% to 8% 
(Loewenstein et al., 2017; Spiegel et al., 2011). Studies of patients with mental 
disorders show high levels of undiagnosed dissociative disorders and suggests 
that these patients are likely to be misdiagnosed with schizophrenia (Schäfer 
et al., 2019).

KEY POINTS

•	 Dissociative disorders are a manifestation of dissociation, the expression of 
nonintegrated or insufficiently integrated components of mental functioning.

•	 This abnormal lack of integration gives rise to six disorders: dissociative 
neurological symptom disorder, dissociative amnesia, trance disorder and 
possession trance disorder, dissociative identity disorder (DID), partial DID, 
and depersonalization-derealization disorder.

•	 Dissociative symptoms include gaps in memory, pseudo-neurological symp-
toms lacking a medical basis, experiences of depersonalization and dereal-
ization, and alterations of identity.

•	 Dissociative disorders may also include a wide range of symptoms common 
to other disorders, particularly anxiety or fear-related disorders, depressive 
disorders, and schizophrenia or other primary psychotic disorders.

•	 There is strong evidence that the dissociative disorders develop after adver-
sity in a dose–response relationship; the more chronic and severe the 
adversity, the more complex the dissociation tends to be. Dissociation is 
typically, at least in part, a way to cope with or to adapt to overwhelming 
experiences.

•	 Research shows that dissociative disorders are common, that individuals 
with these disorders are not highly suggestible, and that instruction and 
motivation to simulate dissociative identities do not succeed in reproduc-
ing their phenomenological or psychobiological characteristics.
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•	 Correct diagnosis requires establishing the dissociative nature of the pre-

senting symptoms.

•	 The accurate assessment of dissociative disorders calls for a psychologically 

informed approach, considering the role of traumatizing and stressful expe-

riences in symptom generation and maintenance, and may require screen-

ing instruments or dissociative disorder diagnostic interviews, along with 

information from family or friends.

REFERENCES

Cardeña, E., Van Duijl, M., Weiner, L. A., & Terhune, D. B. (2009). Possession/trance 
phenomena. In P. F. Dell & J. A. O’Neil (Eds.), Dissociation and the dissociative disorders: 
DSM-V and beyond (pp. 171–181). Routledge.

Carlson, E. B., & Putnam, F. W. (1993). An update on the Dissociative Experiences 
Scale. Dissociation, 6(1), 16–27.

Carlson, E. B., Waelde, L. C., Palmieri, P. A., Macia, K. S., Smith, S. R., & McDade- 
Montez, E. (2018). Development and validation of the Dissociative Symptoms 
Scale. Assessment, 25(1), 84–98. https://doi.org/10.1177/1073191116645904

Chalavi, S., Vissia, E. M., Giesen, M. E., Nijenhuis, E. R. S., Draijer, N., Cole, J. H.,  
Dazzan, P., Pariante, C. M., Madsen, S. K., Rajagopalan, P., Thompson, P. M., Toga, 
A. W., Veltman, D. J., & Reinders, A. A. T. S. (2015). Abnormal hippocampal mor-
phology in dissociative identity disorder and post-traumatic stress disorder correlates 
with childhood trauma and dissociative symptoms. Human Brain Mapping, 36(5), 
1692–1704. https://doi.org/10.1002/hbm.22730

Dalenberg, C. J., Brand, B. L., Gleaves, D. H., Dorahy, M. J., Loewenstein, R. J., 
Cardeña, E., Frewen, P. A., Carlson, E. B., & Spiegel, D. (2012). Evaluation of the 
evidence for the trauma and fantasy models of dissociation. Psychological Bulletin, 
138(3), 550–588. https://doi.org/10.1037/a0027447

Dell, P. F. (2009). The long struggle to diagnose Multiple Personality Disorder (MPD): 
Partial MPD. In P. F. Dell & J. A. O’Neil (Eds.), Dissociation and the dissociative disorders: 
DSM-V and beyond (pp. 403–428). Routledge.

Diseth, T. H. (2006). Dissociation following traumatic medical treatment procedures in 
childhood: A longitudinal follow-up. Development and Psychopathology, 18(1), 233–251. 
https://doi.org/10.1017/S0954579406060135

Dutra, L., Bureau, J. F., Holmes, B., Lyubchik, A., & Lyons-Ruth, K. (2009). Quality of 
early care and childhood trauma: A prospective study of developmental pathways 
to dissociation. Journal of Nervous and Mental Disease, 197(6), 383–390. https://doi.org/ 
10.1097/NMD.0b013e3181a653b7

Liotti, G. (2004). Trauma, dissociation and disorganized attachment: Three strands of 
a single braid. Psychotherapy: Theory, Research, & Practice, 41(4), 472–486. https:// 
doi.org/10.1037/0033-3204.41.4.472

Loewenstein, R., Frewen, P., & Lewis-Fernández, R. (2017). Dissociative disorders. In 
B. J. Sadock, V. A. Sadock, & R. Ruiz (Eds.), Kaplan & Sadock’s comprehensive textbook 
of psychiatry (Vol. 1, pp. 1866–1952). Lippincott, Williams, & Wilkins.

Moreira-Almeida, A., & Cardeña, E. (2011). Differential diagnosis between non- 
pathological psychotic and spiritual experiences and mental disorders: A contribution 
from Latin American studies to the ICD-11. The Brazilian Journal of Psychiatry, 
33(Suppl. 1), S21–S36. https://doi.org/10.1590/S1516-44462011000500004

Moskowitz, A., & Heim, G. (2019). The role of dissociation in the historical concept of 
schizophrenia. In A. Moskowitz, M. J. Dorahy, & I. Schäfer (Eds.), Psychosis, trauma 
and dissociation: Evolving perspectives on severe psychopathology (pp. 55–67). Wiley.

Co
py

rig
ht

 A
m

er
ic

an
 P

sy
ch

ol
og

ic
al

 A
ss

oc
ia

tio
n.

 N
ot

 fo
r 

fu
rt

he
r 

di
st

rib
ut

io
n.



210  Moskowitz et al.

Moskowitz, A., Mosquera, D., & Longden, E. (2017). Auditory verbal hallucinations 
and the differential diagnosis of schizophrenia and dissociative disorders: Historical, 
empirical and clinical perspectives. The European Journal of Trauma and Dissociation, 
1(1), 37–46. https://doi.org/10.1016/j.ejtd.2017.01.003

Müller-Pfeiffer, C., Rufibach, K., Wyss, D., Perron, N., Pitman, R., & Rufer, M. (2013). 
Screening for dissociative disorders in psychiatric out- and daycare patients. Journal 
of Psychopathology and Behavioral Assessment, 35(4), 592–602. https://doi.org/10.1007/
s10862-013-9367-0

Nijenhuis, E. R. S. (2004). Somatoform dissociation: Phenomena, measurement, and theoretical 
issues. W.W. Norton & Company.

Nijenhuis, E. R. S. (2015). The trinity of trauma: Ignorance, fragility, and control (Vols. 1–2).  
Vandenhoeck & Ruprecht. https://doi.org/10.13109/9783666402470

Nijenhuis, E. R. S., Spinhoven, P., Van Dyck, R., Van der Hart, O., & Vanderlinden, J. 
(1996). The development and psychometric characteristics of the Somatoform Dis-
sociation Questionnaire (SDQ-20). Journal of Nervous and Mental Disease, 184(11), 
688–694. https://doi.org/10.1097/00005053-199611000-00006

Pasquini, P., Liotti, G., Mazzotti, E., Fassone, G., Picardi, A., & the Italian Group for the 
Study of Dissociation. (2002). Risk factors in the early family life of patients suffer-
ing from dissociative disorders. Acta Psychiatrica Scandinavica, 105(2), 110–116. https://
doi.org/10.1034/j.1600-0447.2002.01062.x

Piedfort-Marin, O., Tarquinio, C., Steinberg, M., Azarmsa, S., Cuttelod, T., Piot, M.-E., 
Wisler, D., Zimmermann, E., & Nater, J. (2022). Reliability and validity study of the 
French-language version of the SCID-D semi-structured clinical interview for diag-
nosing DSM-5 and ICD-11 dissociative disorders. Annales Médico-Psychologiques, Revue 
Psychiatrique, 180(6S), S1–S9. https://doi.org/10.1016/j.amp.2020.12.012

Piper, A., & Merskey, H. (2004). The persistence of folly: A critical examination of 
dissociative identity disorder: Part 1. The excesses of an improbable concept. Canadian 
Journal of Psychiatry, 49(9), 592–600. https://doi.org/10.1177/070674370404900904

Reinders, A. A. T. S., Willemsen, A. T. M., Vissia, E. M., Vos, H. P. J., den Boer, J. A., & 
Nijenhuis, E. R. S. (2016). The psychobiology of authentic and simulated dissocia-
tive personality states: The full Monty. Journal of Nervous and Mental Disease, 204(6), 
445–457. https://doi.org/10.1097/NMD.0000000000000522
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12
Feeding and Eating Disorders
Kathleen M. Pike, Robyn Sysko, and Rachel Bryant-Waugh

OVERARCHING LOGIC

The grouping of feeding and eating disorders in the 11th revision of the Inter-

national Classification of Diseases (ICD-11; World Health Organization [WHO], 

2023) brings together disturbances in patterns of behavior related to feeding and 

eating that were variously categorized in the ICD-10 as feeding disorders, other 

emotional and behavioral disorders with onset usually occurring in childhood 

and adolescence, and eating disorders. The feeding disorders included in the new 

ICD-11 grouping are pica, rumination-regurgitation disorder, and avoidant- 

restrictive food intake disorder. The eating disorders included in this grouping are 

anorexia nervosa, bulimia nervosa, and binge eating disorder. This grouping also 

includes the residual category “other specified feeding or eating disorder,”  

a diagnosis for patterns of abnormal feeding and eating behaviors that are not 

fully consistent with the clinical descriptions of the specified feeding and eating 

disorders in the grouping. Three of the disorders in this grouping—binge  

eating disorder, avoidant-restrictive food intake disorder, and rumination- 

regurgitation disorder—are new categories in the ICD-11, although they have 

been recognized in clinical practice for a long time.

Feeding and eating disorders were merged into a single grouping in ICD-11 

because these disorders have in common essential behavioral disturbances 

in food intake and eating behavior. Moreover, the ICD-11 takes a lifespan 

approach to diagnosis; grouping feeding and eating disorders together better 

https://doi.org/10.1037/0000392-012
A Psychological Approach to Diagnosis: Using the ICD-11 as a Framework, G. M. Reed,  
P. L.-J. Ritchie, and A. Maercker (Editors)
Copyright © 2024 by the American Psychological Association and the International 
Union of Psychological Science. All rights reserved.
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captures the related nature of these disorders across the developmental tra-

jectory. All the disorders in this grouping can emerge and occur across child-

hood, adolescence, or adulthood. Diagnostic requirements in this grouping 

have been updated to reflect the current research and clinical evidence base 

(Al-Adawi et al., 2013; Claudino et al., 2019), particularly for anorexia ner-

vosa and bulimia nervosa. The additions and refinements in the ICD-11 were 

designed to improve clinical utility and global relevance by providing greater 

clarity regarding disturbances in feeding and eating disorders, enhancing repre-

sentation of cultural variations in the Clinical Descriptions and Diagnostic Require-

ments for ICD-11 Mental, Behavioural and Neurodevelopmental Disorders (CDDR; 

WHO, 2024), and reflecting greater appreciation for a lifespan approach to 

understanding these disorders (Al Adawi et al., 2013). These changes were tested 

in a global field study (Claudino et al., 2019). Ultimately, the changes in the 

classification of feeding and eating disorders should aid in public health estimates 

of prevalence and incidence, early identification of clinical cases, and develop-

ment of tailored clinical interventions to improve therapeutic care and outcomes 

for individuals with feeding and eating disorders.

A PSYCHOLOGICAL APPROACH TO FEEDING AND EATING 
DISORDERS

Feeding and eating disorders are multidetermined disturbances that involve 

dysregulation in eating behaviors and nutritional intake. They are not due to 

another medical condition and the behaviors are considered inappropriate for 

the individual’s age, culture, and developmental history. Although feeding and 

eating disorders share this common behavioral phenomenology, they differ 

fundamentally in terms of the factors that drive the behavioral disturbances. 

Feeding disorders are characterized by behavioral disturbances in food intake 

that are not related to concerns about body shape and weight. In contrast, pre-

occupation with food and distress associated with body shape and weight play 

a central role in eating disorders, particularly anorexia nervosa and bulimia 

nervosa. Marked distress about the pattern of eating or significant impairment 

in functioning is also an essential feature aspect of binge eating disorder.

The psychological model of eating disorders incorporates cognitive, emo-

tional, and environmental factors that increase risk. Cognitive disturbances 

involving overconcern for eating, shape, and weight and behavioral distur-

bances that affect eating and weight control behavior interact in ways that 

both increase risk for the development of an eating disorder and the mainte-

nance of the symptoms of the disorder over time. Cultural factors are also 

significant in setting the stage for risk. To varying degrees across anorexia 

nervosa, bulimia nervosa, and binge eating disorder, low self-esteem, anxiety, 

and mood disturbances can predispose individuals to be especially vulnerable 

to internalizing sociocultural ideals about appearance and the importance  

of thinness. Adopting these sociocultural ideals and developing an internal 
mindset or schema that attaches primary value to shape, weight, and control 
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over eating increases the risk for these disturbances and serves to perpetuate 

these eating disturbances when they occur.

PRESENTATIONS, SYMPTOM PATTERNS, AND SPECIFIERS

Anorexia Nervosa

Anorexia nervosa is diagnosed when an individual has a significantly low body 

weight for height, age, and developmental stage, which is not due to unavail-

ability of food and is not better accounted for by another medical condition 

(e.g., rapid weight loss due to chemotherapy for cancer). ICD-11 provides guid-

ance on the threshold for low weight status, but clinical judgment should also 

be exercised in considering weight status in relation to cultural context and 

stage of development. The ICD-11 indicates that a commonly used threshold for 

low body weight is a body mass index (BMI, calculated as kilograms per square 

meter, or kg/m2) of less than 18.5 in adults or one that falls below the fifth per-

centile by gender and age (BMI-for-age) in children and adolescents. Low 

weight status may be the result of weight loss or a failure to gain weight as 

expected based on the individual’s developmental trajectory. The inclusion of 

enhanced guidance in ICD-11 regarding what is intended by “significantly low 

body weight” reflects an appreciation for the diversity of developmental expe-

riences and cultural contexts. In Japan, for example, normative body mass index 

is significantly lower than in the United States such that low body mass for 

anorexia nervosa is often lower in Japan compared with the United States (Pike 

& Dunne, 2015). Two specifiers for anorexia nervosa describe the severity of 

underweight status: significantly low body weight and dangerously low body weight  

(< 14.0 kg/m2). Severely low BMI is associated with more health complications, 

greater need for clinical services (such as hospitalization), and substantially 

increased mortality risk (Sullivan, 1995).

Two circumstances are recognized in which individuals would still be diag-

nosed with anorexia nervosa despite not having low body mass. The first occurs 

in the context of rapid weight loss (e.g., more than 20% of total body weight 

within 6 months), as long as all other diagnostic features are present. In the 

second case, the ICD-11 recommends the retention of the diagnosis of anorexia 

nervosa until a full and lasting recovery—not just weight restoration—has been 

achieved (e.g., for at least 1 year after intensive treatment is withdrawn). In 

this circumstance, a specifier for “in recovery with normal body weight” may 

be applied to the diagnosis of anorexia nervosa. This guidance facilitates appro-

priate continuity of clinical care in the recovery of anorexia nervosa, which is 

critical to relapse prevention and long-term recovery (Pike et al., 2003).

Another core feature exhibited by individuals with anorexia nervosa is a 

pattern of food restriction and other behaviors such as fasting, spitting out food, 

purging, medication misuse, and exercise that lead to, or maintain, abnormally 

low body weight. Two specifiers with implications for treatment planning may 

be applied to describe these patterns: “restricting pattern” and “binge-purge 
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pattern.” These behaviors are predominantly motivated by an overvaluation of 

low body weight and extreme fear of weight gain. In most cases, individuals 

with anorexia nervosa will explicitly describe their fears associated with weight 

gain and intense concerns about body weight and shape. However, even if it 

is not explicitly reported, preoccupation with weight and shape can also be 

inferred from behaviors such as repeatedly checking body weight or shape 

using scales, tape measures, or mirrors; constantly monitoring caloric intake; or 

extreme avoidant behaviors, such as refusal to have mirrors at home or refusal 

to know one’s weight. Individuals with anorexia nervosa often fail to recognize 

that they are underweight and may dismiss objective evidence regarding their 

actual weight or shape or the seriousness of their condition.

The ICD-11 diagnostic requirements for anorexia nervosa are likely to result 

in a larger proportion of individuals receiving this diagnosis, including indi-

viduals who in ICD-10 were diagnosed with atypical anorexia nervosa, which 

has been eliminated in ICD-11, and “other eating disorder.” These include indi-

viduals who have gained weight but who are still in early stages of treatment 

recovery and individuals whose weight and shape concerns are not explicitly 

reported but can be inferred from their behavior. All these changes facilitate 

identification of behavior patterns that underlie anorexia nervosa and the 

rapid implementation of evidence-informed treatment strategies.

Bulimia Nervosa

Bulimia nervosa is characterized by the hallmark features of recurrent epi-

sodes of binge eating coupled with engaging in inappropriate compensatory 

behaviors such as vomiting, laxative misuse or excessive exercise to prevent 

weight gain. The ICD-11 CDDR for the diagnosis of bulimia nervosa specify 

frequent, recurrent episodes of binge eating and provide guidance that this 

would typically be a minimum threshold of binge eating an average of once per 

week over the course of a minimum duration of 1 month. This relatively low 

threshold of binge frequency is based on clinical and empirical data indicating 

that individuals who binge eat at an average frequency of once a week are 

comparable to those who do so more frequently (Wilson & Sysko, 2009) and 

is also intended to enable early implementation of treatment.

The construct of binge eating has historically depended on two dimensions: 

eating an objectively large quantity of food and experiencing concomitant loss 

of control over the type or amount of food eaten. Whereas eating an objec-

tively large amount of food is typical for most individuals with bulimia ner-

vosa, clinical observation and empirical data indicate that individuals who 

describe binge eating on lesser quantities of food report impairment and dis-

tress comparable to those who engage in objective binge eating (Palavras et al., 

2013; Thompson et al., 2022; Watson et al., 2013). For many individuals, vio-

lating one’s rules about type of food (e.g., a typical binge food vs. diet food) or 

eating plans (e.g., was not planning to eat lunch because of an anticipated big 

dinner, but then eats an afternoon snack) can lead to significant experience of 

loss of control over their own eating behavior, which is highly salient for 

many individuals (Wolfe et al., 2009). Subjective binge eating occurs when an 

Co
py

rig
ht

 A
m

er
ic

an
 P

sy
ch

ol
og

ic
al

 A
ss

oc
ia

tio
n.

 N
ot

 fo
r 

fu
rt

he
r 

di
st

rib
ut

io
n.



Feeding and Eating Disorders  217

individual experiences a loss of control over eating but consumes an amount 
of food that is objectively within normal limits (e.g., a bowl of ice cream). 
Individuals who report subjective binge episodes have similar levels of psy-
chopathology, comorbidity, and clinical service utilization as those who report 
objective binge eating episodes (Fitzsimmons-Craft et al., 2014; Mond et al., 
2010). Thus, according to ICD-11 CDDR, it is not necessary to consume an 
objectively large amount of food during a binge eating episode; a subjective 
amount of food in the context of loss of control is sufficient to satisfy this require-
ment. This innovation in ICD-11 is likely to reduce the number of individuals 
classified with an “other eating disorder” diagnosis compared with ICD-10, while 
preserving similarities in presentation and treatment response among diag-
nosed individuals (Walsh & Sysko, 2009).

In addition to binge eating, individuals with bulimia nervosa engage in 
diverse, recurrent, inappropriate compensatory behaviors to prevent weight 
gain. The most typical compensatory behavior is vomiting immediately fol-
lowing binge eating. Other compensatory behaviors include diuretic or laxative 
misuse, fasting, and excessive exercise. Clinical judgment is necessary to eval-
uate the intensity and duration of exercise that might constitute inappropriate 
compensatory behavior. In many cases, individuals with bulimia nervosa engage 
in both purging and non-purging behaviors. Similar to the ICD-11 guidance for 
the binge eating frequency threshold, repeated, inappropriate compensatory 
behaviors are described as typically occurring at a minimum of once per week 
over the course of a minimum duration of 1 month.

Preoccupation with body weight and shape that excessively influences self- 
evaluation is an essential feature of bulimia nervosa. As with anorexia nervosa, 
this can be self-reported or inferred from behaviors (e.g., repeatedly checking 
body weight on a scale, checking mirrors, refusal to know one’s weight). Pre-
occupation with weight and shape is associated with negative self-esteem and 
overall self-assessment. The cycle of engaging in binge eating followed by 
inappropriate compensatory behaviors is associated with marked distress or 
significant impairment in other areas of one’s life such as personal, family, 
social, educational, and occupational areas of functioning.

Although individuals with both anorexia nervosa and bulimia nervosa can 
report binge eating and/or purging behaviors, a diagnosis of anorexia nervosa 
should be assigned when the patient is significantly underweight. When binge 
eating occurs in the absence of compensatory behaviors, the appropriate diag-
nosis is binge eating disorder.

Binge Eating Disorder

Individuals with binge eating disorder report recurrent episodes of binge 

eating (e.g., once a week or more over a period of 3 months). As with bulimia 

nervosa, binge eating episodes in binge eating disorder include both objec-

tively and subjectively large amounts of food accompanied by loss of control. 

The ICD-11 includes subjective binge episodes in the diagnosis of binge eating 

disorder because individuals who have all the other symptoms of binge 

eating disorder, but report only subjective binge episodes, describe similar 
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levels of impairment, distress, and psychopathology as those whose binges are 

described as objectively large (Wolfe et al., 2009). As with bulimia nervosa, 

loss of control during binge eating episodes is a highly salient clinical dimen-

sion for individuals with binge eating disorder.

The distinction between bulimia nervosa and binge eating disorder is that 

individuals with binge eating disorder do not report regular compensatory 

behaviors to prevent weight gain following binge eating episodes. Overvalu-

ation of body shape and weight may be endorsed by individuals with binge 

eating disorder, but this symptom is not required for a diagnosis. Some studies 

suggest that individuals exhibiting overvaluation of shape or weight may have 

a more severe form of binge eating disorder; however, requiring it for a diag-

nosis would exclude a meaningful proportion of individuals with clinically 

significant pathology. Individuals with binge eating disorder describe marked 

distress about their pattern of binge eating or significant impairment in other 

areas of life such as personal, family, social, educational, and occupational areas 

of functioning.

Binge eating disorder is a newly introduced category in ICD-11 that describes 

a syndrome previously included in a heterogeneous, residual category of “other 

eating disorders.” The inclusion of binge eating disorder should reduce the 

number of individuals who receive a residual diagnosis and thereby improve 

capacity to deliver tailored prevention and treatment efforts for the disorder. 

Binge eating disorder is often associated with weight gain and obesity. How-

ever, individuals with binge eating disorder may also be of normal or low 

weight; the diagnosis of binge eating disorder is not dependent on any partic-

ular weight status. Because obesity is a common presenting complaint among 

individuals seeking treatment for binge eating disorder, it is important to dis-

tinguish between a pattern of dysregulated eating characterized by binge 

eating as already described and one characterized by other forms of overeating 

that involve consuming an excess of calories over the course of the day. In 

making this distinction, assessing the following additional clinical features that 

commonly occur in binge eating disorder can be useful: eating much more 

rapidly than normal; eating until feeling uncomfortably full; eating large 

amounts of food when not feeling physically hungry; eating alone due to 

feeling embarrassed of how much one is eating; or feeling disgusted with one-

self, depressed, or very guilty after overeating. Finally, infrequent or occasional 

overeating, even of large amounts of food, or culturally sanctioned feasting 

(e.g., during specific holidays or celebrations) would not be consistent with 

assigning a diagnosis of binge eating disorder.

Avoidant-Restrictive Food Intake Disorder

The inclusion of the new diagnosis of avoidant-restrictive food intake disorder 

in ICD-11 reflects a growing body of clinical evidence and aims to improve 

clinical recognition of this behavioral disturbance across the developmental 

continuum. Individuals with avoidant-restrictive food intake disorder engage 

in avoidant or restrictive food intake in terms of quantity and/or variety of 
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foods, which results in a failure to meet adequate energy or nutritional 

requirements and is associated with significant impairment in important areas 

of functioning. Commonly observed types of food restriction include erratic 

eating with long periods between food consumption; general absence of eating 

avidity (enthusiasm); food avoidance based on the sensory features of food 

(e.g., texture, smell, appearance); and fear-based avoidance, often associated 

with a previous adverse experience (e.g., exclusive consumption of liquids due 

to a fear of choking).

In individuals with avoidant-restrictive food intake disorder, limited food 

intake is not due to preoccupation with body shape or weight or significant 

body dissatisfaction, lack of food availability, another mental disorder or 

medical condition (e.g., schizophrenia or another primary psychotic disorder, 

a gastrointestinal disorder), or the effects of a medication or substance. Avoidant- 

restrictive food intake disorder often co-occurs with other conditions (e.g., 

autism spectrum disorder, anxiety and fear-related disorders, food allergies); 

where this is the case, the eating disturbance exceeds that explained by the 

co-occurring condition or has negatively affected the physical health of the 

individual or is associated with levels of distress and impairment that require 

clinical intervention specifically focused on the eating behaviors. Avoidant eating 

or feeding behaviors often begin during childhood but can occur throughout 

the life span. For most individuals, there is no specific precipitating event, and 

eating difficulties are long-standing. In what appears to be a minority of cases, 

the onset of food avoidance may follow a traumatic incident such as witnessing 

someone choking or an individual choking themselves.

The restriction of food intake in avoidant-restrictive food intake disorder con-

tributes to several possible, sometimes co-occurring, outcomes. These include  

(a) significant weight loss, (b) a failure to gain weight as expected in child-

hood or pregnancy, (c) clinically significant deficiencies of specific nutrients, 

(d) other impacts on the physical health of the individual (e.g., reliance on 

enteral feeding), or (e) impairments in psychosocial functioning (e.g., avoid-

ance of social experiences involving eating). Individuals with unusual patterns 

of eating or who are picky eaters should not be diagnosed with avoidant- 

restrictive food intake disorders in the absence of significant impact on weight 

(weight loss) or negative health (e.g., anemia) or psychosocial consequences 

(e.g., impaired friendships due to avoidance or distress related to participating 

in social experiences that involve eating).

Pica

The diagnosis of pica requires the regular consumption of nonnutritive sub-

stances (e.g., clay, soil, chalk, plaster, plastic, metal, paper) at a level that is 

persistent or severe enough to require clinical attention. That is, the eating 

behavior causes damage or significant risk to health or impairment in func-

tioning due to the frequency, amount, or type of substances ingested. Pica 

can occur throughout the life span. Because it is normative for infants and 

very young children to place nonfood objects in their mouths for sensory 
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exploration, it is recommended that pica should only be diagnosed after 

2 years of age (or equivalent level of intellectual development), after which 

children are typically able to distinguish between edible and nonedible sub-

stances. During pregnancy, women may desire and consume nonnutritive 

substances such as chalk or ice, but this does not typically warrant a diagnosis 

unless the eating behavior is extreme and has the potential to cause harm. 

A diagnosis of pica is not appropriate when eating nonnutritive substances is a 

culturally sanctioned behavior (e.g., eating of soil or clay in parts of Africa), the 

result of a medically explained nutritional deficiency, or explained by another 

mental disorder (e.g., autism spectrum disorder, schizophrenia, trichotillo-

mania), unless clinical intervention is required due to the nature or quantity 

of the substances ingested.

Rumination-Regurgitation Disorder

Individuals with rumination-regurgitation disorder repeatedly bring up pre

viously swallowed food into the mouth (i.e., regurgitation), which may be 

rechewed and reswallowed (i.e., rumination) or may be deliberately spat out 

(in contrast to vomiting). The regurgitation of food is frequent (at least several 

times per week) over a period of at least several weeks, is volitional, and occurs 

with relative ease. The recurrent regurgitation may be maintained by a reduc-

tion of anxiety, feeling of pleasure, or self-soothing derived from the behavior 

and is not better explained by a medical condition (e.g., esophageal blockages 

or gastrointestinal thickening). A diagnosis of rumination-regurgitation disorder 

may not be given to individuals with a developmental age of less than 2 years. 

The regurgitation in rumination-regurgitation disorder must be volitional and 

intentional and can occur in response to high levels of anxiety or emotional 

distress. Rumination-regurgitation disorder should be differentiated from 

vomiting as part of a culturally sanctioned practice (e.g., yogic practitioners, 

vomiting without an organic pathology, or vomiting as a somatic expression of 

distress as noted in South Asia; Pike et al., 2013). As the disorder progresses, 

regurgitation may become more automatic and more difficult to distinguish 

from vomiting. In addition, rumination-regurgitation disorder may either be 

episodic, with more frequent symptoms accompanying greater anxiety, or 

continuous. The symptoms are typically accompanied by feelings of shame 

and embarrassment, attempts to keep the behavior secret because it is known 

to be socially unacceptable, and a reluctance to seek treatment. It is also asso-

ciated with significant physical health impact—most notably, tooth decay, 

esophageal damage, and significant weight loss because people avoid eating 

rather than ruminating in public.

BOUNDARY WITH NORMALITY AND DIFFERENTIAL DIAGNOSIS

Most of the cardinal features of feeding and eating disorders are extreme 

versions of behaviors that are commonplace in the general population. Avoid-

ing certain foods, dieting, eating large amounts of food at one time, body 
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dissatisfaction, limited interest in food, and compensating for overconsump-

tion, for example, are widespread. Most people have some foods they dislike 

and avoid eating. Certain situations and emotional experiences can affect 

most people’s eating to some extent. Some people are “picky eaters,” “comfort 

eaters,” or “big eaters.” To meet the threshold for a clinical diagnosis of a feed-

ing or eating disorder, symptoms must be sufficiently problematic that they 

are associated with significant distress and impairment. Impairment may occur in 

a range of domains, such as personal, family, social, educational, occupa-

tional, and other areas of health.

Because the disorders in this grouping have multiple features in common, 

differentiating among them can sometimes be difficult. Individuals with 

anorexia nervosa are distinguished from those with bulimia nervosa based on 

their very low body weight, even if they binge and purge. If someone with 

anorexia nervosa is in recovery and has gained weight, they should still retain 

the diagnosis of anorexia nervosa until a full and lasting recovery is achieved 

rather than switching to bulimia nervosa or other specified feeding eating 

disorders. Anorexia nervosa and avoidant-restrictive food intake disorder can 

sometimes be difficult to distinguish because individuals with anorexia ner-

vosa do not always verbalize concerns about weight or fears of gaining weight. 

If body shape and weight concerns can be inferred based on the individual’s 

behavior, even if not explicitly reported by the patient, the diagnosis of anorexia 

nervosa is warranted. If no evidence exists that the individual is concerned 

about weight or afraid of gaining weight, avoidant-restrictive food intake dis-

order is the appropriate diagnosis.

There are also important differential diagnoses with disorders outside the 

grouping. In the case of pica, individuals who have specific nutritional defi-

ciencies associated with the ingestion of related nonnutritive substances may 

cease their abnormal eating behaviors if the primary nutritional deficiency is 

successfully treated. It is not uncommon for individuals with disorders of 

intellectual development to consume nonnutritive substances; the diagnosis 

of pica is appropriate only if the individual is able to distinguish between 

nutritive foods and nonnutritive substances.

It is common for individuals with feeding and eating disorders to have anxiety 

and mood symptoms that are intimately and integrally tied to their feeding or 

eating disorder. Co-occurring mood disorders and anxiety and fear-related dis-

orders are also common. Differential diagnosis in these cases can be compli-

cated. If the anxiety or mood-related symptoms only exist as part of the feeding 

and eating disorder syndrome (e.g., beliefs of low self-worth related to body 

weight or shape, worry about binge eating), it is not appropriate to assign an 

additional diagnosis. For example, changes in appetite or weight can be a fea-

ture of major depressive disorder, however, in most cases of feeding and eating 

disorders, these symptoms are better explained by the feeding or eating dis-

order and should not be considered a feature of a distinct mood disorder. If the 

mood or anxiety symptoms also relate to other domains or are independent of 

episodes of eating disturbance, a separate diagnosis should be assigned if other 

diagnostic requirements are met. The key determination in the differential 
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diagnosis is whether the symptom extends beyond and exists independent of 

the eating disorder.

Moreover, individuals with feeding and eating disorders may hold beliefs 

that are demonstrably untrue or not shared by others (e.g., an individual with 

anorexia nervosa claiming to be overweight at a BMI of 14 kg/m2 or an indi-

vidual with avoidant-restrictive food intake disorder fearing that a food causes 

extreme illness). At the extreme, they may appear to be delusional about 

their weight, shape, or eating behavior. When these fixed ideas are limited to 

symptoms related to the presenting eating disturbances, an additional diag-

nosis of delusional disorder or another primary psychotic disorder is not war-

ranted. Individuals with feeding and eating disorders often report obsessive 

and perseverative thinking about weight and shape, may experience such 

thoughts as intrusive, and may also engage in compulsive behaviors such as 

vomiting or excessive exercise. If these thoughts and behaviors are limited to 

the core features of the feeding or eating disorder, an additional diagnosis of 

obsessive-compulsive disorder is not warranted. Body dysmorphic disorder is 

characterized by persistent preoccupation with one or more perceived defects 

or flaws in appearance that are either unnoticeable or only slightly noticeable 

to others. It is distinguished from the eating disorders in that no disturbance 

in eating is present and these concerns are focused on features other than 

overall weight, shape, and body size.

CO-OCCURRING DISORDERS

Feeding disorders are common among individuals with disorders of intellectual 

development and autism spectrum disorder. Current evidence suggests that the 

most common co-occurring disorders for avoidant-restrictive food intake dis-

order are autism spectrum disorder and attention deficit hyperactivity disorder. 

Anxiety and fear-related disorders and mood disorders are common among 

individuals across all feeding and eating disorders. The majority of individuals 

who present for mental health treatment have co-occurring conditions associ-

ated with the distress and impairment that brought them to care. In all cases, 

the central question is whether the symptom patterns are sufficiently distinct 

and independent to warrant two diagnoses (WHO, 2024).

DEVELOPMENTAL COURSE

Feeding and eating disorders occur across the life span, with feeding disorders 

most commonly emerging in childhood and eating disorders in later childhood 

and adolescence. The vast majority of cases of eating disorders emerge before 

25 years (Ward et al., 2019). The extent to which early feeding disorders 

increase risk for subsequent eating disorders is unknown. Prognosis for indi-

viduals with feeding and eating disorders varies across diagnostic categories, 
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with anorexia nervosa associated with the highest mortality rate of all mental 

disorders (Zipfel et al., 2015). However, individuals with anorexia nervosa who 

are younger or receive treatment after a short duration of symptoms appear to 

have better treatment outcomes compared with adults and those with a longer 

course of the disorder (Forsberg & Lock, 2015). As with most health conditions, 

prognosis is better the sooner individuals secure appropriate treatment.

ASSESSMENT

Accurate diagnosis enhances the likelihood that individuals will be referred to 

appropriate and evidence-informed care because much of our knowledge 

base about clinical care is built on results from studies evaluating treatments 

for individuals based on their clinical diagnosis. Given the multidetermined 

risk across all the feeding and eating disorders and the potential consequences 

for health and even mortality, a comprehensive multicomponent—and ideally 

multidisciplinary—assessment is vital.

The four dimensions of eating behavior, compensatory behavior, associated 

cognitions, and body weight are essential to inform the diagnosis of eating and 

feeding disorders. Because these dimensions are differentially relevant across 

disorders, because there is some continuity of symptom patterns across dis

orders, and because many individuals with eating disorders do not fit the 

well-defined syndromes of anorexia nervosa, bulimia nervosa, or binge eating 

disorder, Walsh and Sysko (2009) have argued that a broad dimensional approach 

to the diagnosis (and therefore assessment) of feeding and eating disorders is 

useful. The proposed broad categories for diagnosis of eating disorders consists 

of three broad categories, in a hierarchical relationship, anorexia nervosa and 

behaviorally similar disorders, bulimia nervosa and behaviorally similar dis-

orders, binge eating disorder and behaviorally similar disorders, and a residual 

category of “eating disorder not otherwise specified.” Although this approach 

to diagnosis has not been officially adopted by the ICD-11, the conceptual 

underpinnings informed its development, and the focus on these dimensions 

is useful in the assessment process as described here.

Body weight is most crucial for deciding between diagnoses like anorexia 

nervosa with a binge-purge pattern versus bulimia nervosa, as similar behav-

ioral symptoms are present in both disorders. Obtaining the patient’s weight 

and calculating BMI (weight in kg/height in m2) or BMI percentile in the case 

of younger patients ensures an accurate diagnosis. Calculators for assessing 

BMI and BMI-for-age are available online.

Before initiating treatment, a complete health assessment should be con-

ducted for individuals who present with possible feeding and eating disor-

ders. Many other health conditions can lead to symptoms that might appear 

to be part of a feeding or eating disorder. Ongoing assessment of medical 

complications that may emerge during the course of treatment is also good 

practice. This is especially true for individuals who are at very low weight 
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and for individuals with binge eating and purging behaviors who are at risk for 

electrolyte disturbances. Individuals who seek treatment who are overweight 

(BMI > 25 kg/m2) or obese (BMI > 30 kg/m2), which includes the majority of 

individuals presenting with binge eating disorder, should be assessed for impor

tant medical sequelae such as type 2 diabetes, sleep apnea, and hypertension.

Assessing eating behaviors, preoccupation with food, and related weight 

and shape concerns are essential to developing an accurate diagnosis. First, it 

is essential to assess the specific disturbances in eating behavior in terms of 

the eating behavior and the associated experience of loss of control. Assess-

ing the eating behavior will provide clarity in terms of the ways in which the 

eating behavior is problematic. The typical patterns of disturbance are eating 

too little food, eating only a few kinds of foods, eating excessively slowly, binge 

eating, chewing, spitting, and eating nonnutritive substances. Individuals with 

eating disorders do not typically consume nonnutritive substances, which is 

the defining feature of pica. The extent to which individuals describe loss of 

control over eating and distress related to their eating behavior is central to 

the assessment of binge eating. In addition to assessing disturbances in food 

intake, ascertaining whether and which compensatory behaviors are present 

is essential. Compensatory behaviors to explore include purging and non-

purging behaviors. Typical purging behaviors are self-induced vomiting and 

the misuse of laxatives, diuretics, and enemas. Typical nonpurging compen-

satory behavior are excessive exercise and excessive physical activity through-

out the day in the form of fidgeting and hyperactivity. Assessing the frequency 

of these behaviors will inform diagnosis and help frame treatment priorities.

One of the distinguishing features between feeding and eating disorders is 

that individuals with eating disorders describe obsessions and compulsions 

about food, eating, shape, and weight, whereas these disturbances are typi-

cally absent for individuals suffering from feeding disorders. Preoccupation 

with eating and body shape and weight concerns are commonly linked to 

larger issues of perfectionism, body dissatisfaction, impulse dysregulation, 

and internalized ideals of thinness—factors that are generally understood to 

be relevant in both the development and maintenance of eating disorder 

syndromes. Thus, distinguishing anorexia nervosa from avoidant-restrictive 

food intake disorder requires careful assessment of motivation and thoughtful 

probing to identify the intent behind the altered feeding or eating behavior. 

Because feeding and eating disorders can develop in early childhood and ado-

lescence, some individuals have limited insight into their behavior. In these 

cases, it can be helpful to gather information from a reliable and trusted infor-

mant, typically a parent or caregiver, to assist in the differential diagnosis.

CULTURAL AND CONTEXTUAL CONSIDERATIONS

Cultural preoccupation with body shape and weight, and population increases 

in overweight and obesity globally, set a cultural stage that contributes sig-

nificantly to risk for eating disorders. Anorexia nervosa tends to be more 
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prevalent in high-income communities, with comparable rates across many 

Western and non-Western high-income countries. Bulimia nervosa and binge 

eating disorder have also been described globally; however, prevalence varies 

more widely than for anorexia nervosa, suggesting that sociocultural factors 

may play an even greater role in terms of risk for these disorders than anorexia 

nervosa. Rapid and significant trends in industrialization and globalization 

that contribute to changing gender roles, employment norms, food supply, 

and lifestyle appear to be the most salient sociocultural risk factors for eating 

disorders.

Despite the significant disability associated with feeding and eating disorders 

and their global prevalence, a substantial proportion of these disorders go 

undetected or untreated, even in high-resource countries and health systems. 

Many general health providers have limited knowledge, do not assess for feed-

ing and eating disorders, or assume these disturbances are rare conditions that 

afflict only a narrow segment of the population (Hudson et al., 2007). The 

ICD-11 provides clinical descriptions of a wider range of expression of eating 

disorders across cultures with the aim of increasing recognition and diagnosis 

of these disorders globally.

Differences exist in the prevalence of feeding and eating disorders, detec-

tion in clinical settings, and expression across cultures. When assessing eating 

disturbances, familiarity with cultural norms and practices will ensure that 

culturally sanctioned practices are not misunderstood or misconstrued as dis-

orders. Certain cultures are vegetarian, some avoid pork and shellfish, some 

have holidays in which fasting plays a role in the religious practice, some eat 

soil or other nonfoods. Of course, when such practices are culturally sanc-

tioned by an individual’s family or community group (e.g., fasting during 

Ramadan or following the laws of kashruth), a diagnosis of a feeding or eating 

disorder is inappropriate unless the diagnostic threshold is met—that is, the 

disturbance is over and above what would be considered normative under 

the circumstances in that individual’s cultural group. In practice, if clinicians 

are not familiar with an individual’s cultural or religious practices, it can be 

helpful to obtain information from other family members to assess normative 

and disordered eating behaviors accurately.

GENDER-RELATED CONSIDERATIONS

Feeding disorders appear to occur at approximately equal rates across gender. 

When avoidant-restrictive food intake disorder co-occurs with autism spec-

trum disorder, there is a higher prevalence among males. This largely reflects 

the fact that males are more likely to receive a diagnosis of autism spectrum 

disorder. In the case of anorexia nervosa and bulimia nervosa, in most coun-

tries, women are at elevated risk compared with men, but the data are limited 

by the fact that most estimates of prevalence have been conducted in Western 

Europe and North America. Data based on previous diagnostic requirements 

provide lifetime estimates for anorexia nervosa, bulimia nervosa, and binge 
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eating disorder of .9%, 1.5%, and 3.5% among women, and .3% .5%, and 

2.0% among men (Hudson et al., 2007).

Although anorexia nervosa is more prevalent among females, it appears to 

be increasing among men globally, with some data suggesting that weight 

concerns and eating disturbances are more prevalent among men in some 

Asian and Eastern Mediterranean societies than in the Americas (Pike et al., 

2013). In addition to the differential risk for developing an eating disorder 

for women versus men, some clinical differences exist by gender as well. The 

existing clinical conceptualization for eating disorders, particularly anorexia 

nervosa and bulimia nervosa, centers on the role of drive for thinness, and 

when men and boys preoccupied with achieving thinness with limited mus-

cularity present for treatment, they are more readily recognized as having an 

eating disorder. For those males who have significant body image disturbance 

that is centered on an extreme desire for muscularity and low body fat, the 

differential diagnosis between anorexia nervosa and body dysmorphic dis-

order can be challenging in clinical practice (Hildebrandt et al., 2006).

PREVALENCE

The Global Burden of Disease Study (https://www.healthdata.org/gbd) has 

dramatically enhanced our understanding of the worldwide distribution and 

burden of anorexia nervosa and bulimia nervosa. It provides an estimate 

of burden of a given health condition based on an algorithm that incorporates 

years lived with the disorder, years of life lost due to the disorder, and associ-

ated degree of impairment. Within high-income countries, anorexia nervosa 

and bulimia nervosa combined have been ranked consistently as the 12th lead-

ing cause of disability adjusted life years (DALYs) for females aged 15 to 19. 

Within low- and middle-income countries, DALYs associated with anorexia 

nervosa and bulimia nervosa increased from a ranking of 58th to 46th place 

between 1990 to 2013 (Erskine et al., 2016). Despite lower prevalence rates, 

given the large population of India and China, along with the United States, 

these countries have the highest contributions of total DALYs caused by 

anorexia nervosa and bulimia nervosa among women aged 15 to 49 (Thomas 

et al., 2016).

Epidemiologic estimates are largely derived from studies in Western Europe 

and North America. Epidemiological data from Asia and Pacific Island coun-

tries remain scarce; the same holds true for Latin America and even more so 

for Africa. The rate of anorexia nervosa appears to be relatively stable in 

high-income countries, with the exception of a notable increase among 

females aged 15 to 19 (Smink et al., 2013). The most recent studies in Europe 

show that anorexia nervosa affects 1% to 4% of women in Europe; in the 

United States, the prevalence rate is approximately 0.8% in adults and 0.3% 

in adolescents (Swanson et al., 2011; Udo & Grilo, 2018). Rates of anorexia 

nervosa remain low in Africa (van Hoeken et al., 2016). The aggregated 

prevalence rate of bulimia nervosa is approximately 1% (range: 0.0–4.5%; 
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Hoek & van Hoeken, 2003). Men make up a slightly higher percentage of 
individuals with bulimia nervosa (Swanson et al., 2011; Udo & Grilo, 2018). 
Bulimia nervosa has been described in a variety of non-Western cultures 
(Nobakht & Dezhkam, 2000; Pike & Mizushima, 2005). Binge eating disorder 
is estimated to affect 1.6% of adolescents and between 0.8% and 2.8% of 
adults (Swanson et al., 2011; Udo & Grilo, 2018) and is more common among 
males than either anorexia nervosa or bulimia nervosa. Relative to other 
eating disorders, binge eating disorder is more prevalent across a variety of 
racial and ethnic groups (Wonderlich et al., 2009). Epidemiological research 
on avoidant-restrictive food intake disorder is scarce, and the data that exist 
report widely diverse estimates of prevalence. Even less is known about the 
prevalence of avoidant-restrictive food intake disorder across different racial 
and ethnic groups. Reliable prevalence estimates of pica and rumination- 
regurgitation disorder do not exist.

Given the prevalence of eating disorders and the diversity of individuals 
who experience these disturbances, it is good clinical practice to include a few 
questions regarding eating and weight concerns in primary care and when 
conducting all initial psychological assessments. Because many individuals 
feel embarrassed or ashamed about their eating or weight concerns, they may 
not initially volunteer this important clinical information. Early and routine 
assessment of these possible issues will help identify individuals for whom 
eating and weight concerns are a source of significant distress and impair-
ment, which will be useful in developing a formulation and treatment plan.

KEY POINTS

•	 The ICD-11 feeding and eating disorders grouping brings together disorders 
that share a common phenomenological foundation of disturbances in eating 
behaviors that are distinguished from each other by diverse patterns related 
to preoccupation with food, elevated body weight and shape concerns, eating, 
and compensatory behaviors.

•	 The inclusion of binge eating disorder, avoidant-restrictive food intake dis
order, and rumination-regurgitation disorder in the ICD-11 feeding and 
eating disorders grouping permits the identification of three specific syn-
dromes not previously systematically described.

•	 The ICD-11 explicitly relaxes requirements related to weight for anorexia 
nervosa and binge eating for bulimia nervosa and binge eating disorder. 
These changes are likely to result in more individuals being diagnosed 
with these disorders who experience substantial distress and dysfunction 
and could benefit from treatment.

•	 The lifespan approach to diagnosis of feeding and eating disorders captures 
the related and developmental nature of these disorders, with avoidant- 
restrictive food intake disorder and pica being more likely to develop in 
childhood and anorexia nervosa, bulimia nervosa, and binge eating disorder 

Co
py

rig
ht

 A
m

er
ic

an
 P

sy
ch

ol
og

ic
al

 A
ss

oc
ia

tio
n.

 N
ot

 fo
r 

fu
rt

he
r 

di
st

rib
ut

io
n.



228  Pike, Sysko, and Bryant-Waugh

more commonly emerging in adolescence and early adulthood. The vast 

majority of individuals who develop a feeding or eating disorder in their 

lifetime will have done so by the age of 25.

•	 Global data suggest that feeding and eating disorders exist around the world. 

Population-based estimates are limited, but the extant data suggest that 

gender and cultural issues contribute substantially to eating disorders. 

Women from high-income countries continue to be at greatest risk, but rates 

appear to be increasing in non-Western and middle-income countries and  

among men.
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Bodily Distress Disorder
Oye Gureje and Akin Ojagbemi

OVERARCHING LOGIC

We are all aware at times of bodily or somatic sensations or symptoms, includ-

ing bodily discomfort or mildly painful sensations. Unless these are associated 

with an ongoing physical illness, these sensations are typically transient and 

fairly easily ignored or forgotten. When such bodily concerns become a source 

of persistent worry or bother (in excess of what can be attributed to a medical 

condition that may be causing or contributing to the symptoms), they can 

become a source of suffering and disability. The diagnosis of bodily distress 

disorder in the 11th revision of the International Classification of Diseases (ICD-11; 

World Health Organization [WHO], 2023) is intended to differentiate between 

persons with distressing bodily symptoms to which excessive attention is 

directed and who may benefit from mental health treatment from those with 

somatic experiences that are less disabling and of less personal significance 

(Gureje & Reed, 2016). In bodily distress disorder, somatic symptoms are 

thought to represent an expression of emotional and cognitive disturbances, 

for which a range of therapeutic responses may be indicated.

The immediate precursors of bodily distress disorder are several diagnostic 

categories in the ICD-10 grouping of somatoform disorders. In fact, bodily 

distress disorder replaces nearly the entire ICD-10 grouping of somatoform 

disorders (except for hypochondriacal disorder, which has been moved to 

the ICD-11 grouping of obsessive-compulsive and related disorders). The main 
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232  Gureje and Ojagbemi

common features of somatoform disorders in ICD-10 were repeated presen-

tation of physical symptoms, together with persistent requests for medical 

investigations despite repeated negative findings and reassurances by doctors 

that the symptoms have no physical basis. The nature and extent of the symp-

toms or the distress and the preoccupation of the patient were not explained 

by any medical condition that might be present. To a large extent, ICD-11 

bodily distress disorder also replaces neurasthenia, which was a specific cate-

gory in ICD-10. The central feature of neurasthenia was a distressing feeling of 

persistent exhaustion commonly accompanied by a range of other symptoms, 

such as muscular pain, headache, sleep problems, and irritability. The concept 

of neurasthenia also had significant overlap with depressive disorders.

Many of the different categories included under the ICD-10 grouping of 

somatoform disorders (i.e., somatization disorder, undifferentiated somato-

form disorder, somatoform autonomic dysfunction, persistent somatoform pain 

disorder) were difficult to distinguish from one another due to their imprecise 

boundaries. The overlapping features of these disorders meant that even though 

different labels were given to them, clinicians did not distinguish among them 

in terms of management. Moreover, disorders of somatic distress most commonly 

present in general health care settings where providers who are not mental 

health specialists had difficulty making what may amount to subtle, or even 

trivial, distinctions among them. This appears to have been partly responsible 

for finding that the utility of the ICD-10 somatoform disorder categories was 

generally poor (Dimsdale et al., 2011). In developing the ICD-11, bringing these 

categories together under a single diagnostic rubric in a way that emphasizes 

the behaviors involved and their functional consequences was a logical way of 

responding to a real need for improved clinical utility.

Previously, diagnosis of somatoform disorders was largely premised on the 

notion that the somatic symptoms could not be ascribed to the presence of  

a physical or medical disorder. Thus being “medically unexplained” was the 

defining feature of the disorders, and especially of the prototypical condition of 

the grouping: somatization disorder. One problem with this premise is the sepa-

ration it suggests between mental and physical conditions as distinct and non-

overlapping states of ill health. However, the reality is that medical conditions 

and mental disorders, including mental disorders with somatic expressions, do 

co-occur, and making the diagnosis of one does not exclude the need to consider 

the other. Indeed, this dichotomy was frequently communicated to patients, 

and the implied doubt that their illness was “real” often led patients with soma-

toform disorders to resent the diagnosis, undermining their trust in the health 

care professionals who made it. A related problem with basing somatoform dis-

order diagnoses on the “medically unexplained” nature of the symptoms is that 

it is not always possible to exclude, reliably and definitively, the possibility that 

a comorbid or undetected medical condition is causing the symptoms. In fact, 

evidence suggests that whether bothersome somatic symptoms are medically 

explained or unexplained is unrelated to either subsequent health care utiliza-

tion or to health status at 6-month follow-up (Creed, 2011b).

A major focus of ICD-11 has therefore been to define and classify bodily 

distress disorder based on the presence of specific psychological and behavioral 
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features rather than the absence of a medical explanation for the individual’s 
experience. This also allows the threshold for the condition to be set in a way 
that encompasses persons with distressing but mild symptoms and associated 
functional impairment while avoiding the medicalization of commonly occur-
ring but relatively nontroubling somatic concerns (Creed & Gureje, 2012). It 
also avoids the rather simplistic approach of labeling somatic symptoms as 
either specifically associated with a physical illness or the result of a psycholog-
ical condition or state (Sharpe & Carson, 2001). The Clinical Descriptions and 

Diagnostic Requirements for ICD-11 Mental, Behavioural and Neurodevelopmental 

Disorders (CDDR; WHO, 2024) acknowledge that bodily or somatic symptoms 
may be common manifestations of some other mental disorders, especially 
mood disorders and anxiety and fear-related disorders, and that these other 
mental disorders may co-occur with disorders of bodily or somatic symptoms. 
Bodily distress disorder in the ICD-11 is thus a distinct clinical entity that may 
co-occur with either other mental disorders or with other medical conditions. 
This conceptualization avoids unhelpful mind–body dualism and therefore 
provides a more constructive basis for collaboration between the health care 
provider and the patient. The new ICD-11 category of bodily distress disorder 
appears to have good predictive validity, outperforming the diagnosis of somatic 
symptom disorder in the fifth edition of the Diagnostic and Statistical Manual of 

Mental Disorders in being able to differentiate disordered from nondisordered 
persons (Schumacher et  al., 2017). An ICD-11 field study also indicated that 
mental health professionals were able to use the ICD-11 category of bodily dis-
tress disorder more accurately and rated it as having greater clinical utility than 
ICD-10 somatoform disorders (Keeley et al., 2023).

A PSYCHOLOGICAL APPROACH TO BODILY DISTRESS DISORDER

The presence of bothersome somatic symptoms is an essential feature of bodily 
distress disorder. Moreover, as a mental disorder, there are also important psy-
chological features that must be present for a diagnosis to be made (Rief & 
Isaac, 2007). The key psychological features of bodily distress disorder are dis-
tress and excessive attention to bodily sensations and worry and fear about the 
import of the somatic sensation or that any physical activity may damage the 
body. Distress is a state of emotional pain and anxiety that, in the context of a 
somatic symptom, is associated with fear of what the symptom may indicate 
or what it forebodes. There is excessive worry or fear that the symptoms may 
become more troubling and may result in greater negative impact on the per-
sons’ life. There may be catastrophic interpretations or attributions, with the 
affected persons ascribing many difficulties to the symptoms and expressing 
fears that those difficulties are going to get worse if there is no relief from the 
symptoms. Indeed, the tendency to make such catastrophic interpretations 
of somatic sensations is a risk factor for developing diagnosable disorders of 
somatic preoccupation (Woud et al., 2016).

Persons with bodily distress disorder may entertain the fear that an under-
lying disease, even a serious one, may be producing the symptoms, but they 
are not fixated on that fear and can generally be reassured that no serious 
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disease is present. What is more persistent in bodily distress disorder is the 

fear that the symptoms will continue or perhaps get worse. In seeking med-

ical attention or help, the person with the disorder is looking for specific treat-

ment of the symptoms and may or may not be reassured in the short term 

that their fear that the symptoms may persist or get worse is misplaced and 

not supported by clinical examination or investigations and that no specific 

medical treatment is indicated. If they are reassured, however, this is gener-

ally temporary as the symptoms tend to persist or recur.

In persons with bodily distress disorder, a consequence of the preoccupation 

with the symptoms, the unreasonable fear attached to them, and the related 

worry about the course of the symptoms is a disturbance in carrying out usual 

activities (Gureje et al., 1997)—that is, there are limitations in functioning. 

Typically, the degree of functional impairment is disproportional to what would 

be expected based on the somatic symptoms alone but rather reflect the psycho

logical attributes of the disorder. This catastrophic or exaggerated reaction to 

the reported symptoms is often an important observation that may help in the 

decision of whether to make a diagnosis of bodily distress disorder even when 

a medical condition that may have similar somatic manifestations is known to 

be present. The presence of the psychological features of the disorder and their 

association with functional limitations are the characteristics that make bodily 

distress disorder a mental disorder (Rief & Isaac, 2007). Bodily distress disorder, 

defined using the presence of cognitive, affective, and behavioral symptoms, 

along with the bothersome somatic symptoms, provides a more reliable basis 

for the assessment of patients with physical complaints and therefore increases 

the likelihood that those who experience it will receive appropriate treatment 

(Rief et al., 2010).

A diagnosis of bodily distress disorder requires the presence of one or more 

distressing bodily symptoms. Although it is common to find that individuals 

affected by burdensome somatic problems may have multiple symptoms that 

vary over time, some may have only one nagging symptom, usually pain or 

fatigue (Fröhlich et al., 2006). The affected person is preoccupied with the 

symptoms, with their attention constantly or intermittently directed at the 

distraction or limitations imposed by the symptoms. The experience tends to 

last for at least several months, during which the person may seek help repeat-

edly from health care providers whose reassurance tends to provide, at best, 

only temporary relief to the patient. The bodily symptoms and related distress 

and preoccupation result in significant impairment in personal, family, social, 

educational, occupational, or other important areas of functioning (Gureje 

et al., 1997). A comorbid medical condition that potentially explains or con-

tributes to the bodily symptoms may or may not be present. In the presence of 

such a medical condition, for bodily distress disorder to be diagnosed, the indi-

vidual must exhibit greater distress, preoccupation with symptoms, and func-

tional impairment than would be expected for individuals with a medical 

condition that is similar in nature and severity.

Bodily distress disorder encompasses a range of severity, emphasizing its 

underlying dimensional nature (Creed, 2011a). A determination of whether 
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the appropriate diagnosis is mild, moderate, or severe bodily distress disorder is 

based on an evaluation of the severity of the specific problems presented. 

Severity is assessed along the embedded dimensional features of the disorder. 

These include the degree of associated distress or preoccupation with the bodily 

symptoms, the amount of time and energy the individual devotes to focusing 

on the symptoms and their consequences, and the extent of functional limita-

tion that can be ascribed to the disorder. By assessing these features and forming 

an overall impression of their intensity, the clinician is able to place the affected 

individual along the severity continuum both at the point of initial diagnosis as 

well as during the course of the disorder when a determination of the degree of 

improvement or lack thereof is desired (Creed, 2011a).

The provision of categories corresponding to different levels of severity for 

bodily distress disorder in the ICD-11 is intended partly to enhance clinical 

utility in diverse health care settings. In general health care settings, patients 

with bothersome somatic concerns are more likely to present when their con-

dition is at an early stage of development and therefore more likely to be of 

mild to moderate severity. Almost 50% of persons with burdensome somatic 

symptoms presenting in general health care settings will continue to be trou-

bled by the condition over a 12-month period (Gureje & Simon, 1999; Rief 

et al., 2010). By the time these individuals are referred to a mental health 

professional, there has often been a series of unproductive interactions with 

the health care system that have been frustrating for both the patient and the 

health professionals involved. The psychological and behavioral features of 

the disorder are often well entrenched by that time, and the condition is more 

likely to be severe, with a narrowing of interests such that the bodily symp-

toms and their consequences may have become the nearly exclusive focus of 

the individual’s life, with pervasive and severe functional consequences.

PRESENTATION AND SYMPTOM PATTERNS

The most common somatic symptoms associated with bodily distress disorder 

include pain (e.g., musculoskeletal pain, backache, headaches), fatigue, gas-

trointestinal symptoms, and respiratory symptoms, although patients may be 

preoccupied with any other bodily symptoms. For example, symptoms related 

to sexual organs, such as loss of semen and vaginal discharge, have been 

described in some cultural groups (Patel et al., 2008). The individual may pro-

vide a rather vague description of the symptoms or may be able to describe 

the symptoms quite specifically, even though it may be difficult for the clini-

cian to account for the symptoms in precise anatomical or physiological terms.

Once the presence of burdensome somatic symptoms is established, it is 

essential to elicit the associated psychological features, such as worry, unrea-

sonable fear, anxiety, preoccupation, and catastrophic interpretation, as well 

as the extent to which the problems being experienced interfere with the 

performance of usual activities. Preoccupation with the symptoms is indi-

cated by the amount of attention the individual gives to them both in terms 
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of cognitive ruminations and behaviors or in terms of efforts to find solutions 

to the problems, most frequently by seeking repeated clinical examinations 

and investigations so intervention can be provided that would get rid of the 

symptoms. The repeated help-seeking often results in more clinical assess-

ments than are warranted, and whatever treatment is given fails to provide 

sufficient or permanent relief to the individual. The search for a solution or 

an alleviation of the symptom is typical of persons with bodily distress dis-

order in contrast to hypochondriasis, where affected persons make repeated 

clinical contacts to disconfirm their fears that the symptoms they experience 

may be indicative of a serious, progressive, or life-threatening disease.

The level of severity should be established based on the degree of distress or 

preoccupation with bodily symptoms, the amount of time and energy the indi-

vidual devotes to focusing on the symptoms and their consequences, and the 

degree of functional impairment (WHO, 2024). These dimensions tend to run in 

parallel: As one becomes more severe, the others tend to become more severe as 

well, however, this is not always the case. For example, even though the pres-

ence of multiple symptoms is likely to be associated with a higher level of dis-

tress than a single somatic symptom, in some instances a single symptom may 

be associated with extreme distress and considerable limitations in functioning.

Therefore, it is important for clinicians, in making a judgment about severity, 

to consider the total clinical picture and make a global rating. This rating will 

be informed by the prominence of any of the main clinical features of bodily 

distress disorder, such as symptom intensity, distress, fear, and limitation in 

functioning. History of health care seeking related the presenting somatic 

symptoms and other somatic symptoms should be assessed carefully (Tomenson 

et al., 2012), as well as the individual’s reaction to the responses received from 

health care professionals, which they often experience as highly negative and 

blaming.

Persons with mild bodily distress disorder pose the greatest challenge in 

differentiating their symptoms from somatic experiences and concerns that 

are within the rage of normal functioning (WHO, 2024). Individuals with a 

mild form of bodily distress disorder will meet the diagnostic requirements for 

the disorder and have bodily symptoms that have been present for most 

days during a period of at least 3 months. They may have single or multiple 

symptoms, the location or nature of which may have changed during the 

period. What marks the disorder as mild is that, even though the symptoms 

are distressing, the individual spends only a limited amount of time focusing 

on them (e.g., no more than 1 or 2 hours per day) and is able to focus on 

other unrelated topics. Associated functional impairment is also mild (e.g., strain 

in relationships, less effective academic or occupational functioning, aban-

donment of specific leisure activities). The affected person may be reassured 

by the explanation provided by a health care provider that the symptoms are 

not indicative of an undetected serious illness. Sometimes, the affected person 

may themselves be able to attribute the experience of the symptoms to stressful 

life events or circumstances.
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Unlike mild bodily distress disorder, moderate bodily distress disorder 

is clearly outside the range of normal somatic experience. Affected persons 

tend to have a greater fear and anxiety about the impact the untreated symp-

toms may have on their lives and greater efforts are therefore required by the 

health care provider to reassure them. The individual’s preoccupation with the 

distressing symptoms and their consequences (e.g., limitations in activities) 

consumes a substantial amount of time and energy (e.g., several hours per 

day) and is typically associated with frequent medical visits to seek a solution. 

There is sufficient functional impairment to have a marked effect on the indi-

vidual’s life (e.g., relationship conflict, performance problems at work, aban-

donment of a range of social and leisure activities; WHO, 2024).

In severe bodily distress disorder, there is pervasive and persistent preoc-

cupation with the distressing symptoms and their consequences such that the 

individual’s interests may have narrowed to the extent that the bodily symp-

toms and their consequences become the nearly exclusive focus of the individ-

ual’s life (WHO, 2024). Worry about the impact of the symptoms is typically 

obvious. The individual often describes their symptoms in great detail, with 

attempts to justify their catastrophic reactions to them. The affected person is 

clearly suffering and is more likely to seek care from multiple health providers, 

finding the reassurance provided by one unsatisfactory and so seeking for more 

investigations and the “correct” diagnosis from another. Multiple areas of func-

tioning are severely impaired (e.g., the individual is unable to work, has alien-

ated all or nearly all friends and family, and has abandoned nearly all social and 

leisure activities).

CLINICAL CASES

The following three example clinical cases are intended to illustrate typical 

presenting features of bodily distress disorder at different levels of severity. 

These case examples are based on the authors’ real experiences, but they are 

composites that do not represent specific individuals. The identities of any 

individual patients involved in these examples have been properly disguised 

to protect their confidentiality.

Case Example: Mild Bodily Distress Disorder

Ms. Clement, a 40-year-old married female, was referred by her general prac-

titioner for psychological assessment. She explains that she has had pain on 

the soles of her feet for about 6 months. She remembers that the pain started 

when she first visited a fertility clinic with her husband. Ms. Clement and her 

husband have been married for 4 years and want to start a family, but she has 

not become pregnant despite all their efforts. She describes the pain as limited 

to the soles of her feet and as a dull pain that sometimes also feels like pins 

and needles. The pain gets worse when she has to walk a distance of more 

than 100 meters or has to stand for more than about 15 minutes. She takes 
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four 200-mg tablets of ibuprofen when she needs to take a much longer walk 

and reports that she gets temporary relief from the pain. She is reassured that 

her pain is likely not due to anything serious, although she has been some-

what distressed that the tests her doctor has conducted have not been able to 

identify its cause. She notes that her pain does not really interfere with her 

work as she is still able to continue with her usual activities except those that 

involve walking long distances or standing for long periods. Ms. Clement and 

her husband agree that the stress associated with trying to become pregnant 

and being unsuccessful might be contributing to her pain.

Case Example: Moderate Bodily Distress Disorder

Mr. Lewis is a 41-year-old unmarried man who works as an office clerk. He 

was referred for evaluation by a gastroenterologist from whom he sought care 

because of abdominal discomfort and changes in bowel habits. He described a 

persistent feeling of bloating and the need to visit the toilet frequently without 

passing much stool. He reports that his symptoms started just over 3 years 

ago. He is distressed by the symptoms, especially because his frequent visits to 

the toilet sometimes affects his ability to carry out his work as an office clerk, 

and his supervisor has complained about his spending so much time away 

from his desk. His symptoms have gotten worse during the past 2 months, 

and he has called in sick twice to have time to empty his bowels properly. He 

takes multiple doses of an over-the-counter laxative on his days off. He has 

consulted three physicians and has undergone several investigations. He had 

felt reassured that nothing showed up in the abdominal scans and stool tests, 

but his relief did not last long. He has recently taken interest in watching 

medical documentaries, which led him to inquire about exploratory lapa-

rotomy surgery, which he hopes might lead to proper identification of the 

cause of the problem, enabling effective treatment. Apart from his preoccupa-

tion and worries about his symptoms, Mr. Lewis complains that he feels 

fatigued easily and has sometimes been uninterested in going out or seeing 

friends. Mr. Lewis explains that his hesitancy to participate in social events is 

related to his need to have access to a toilet. He does not report other symp-

toms of depression. He says that he is happy with his life, and everything 

would be fine if he could just resolve his bowel problems.

Case Example: Severe Bodily Distress Disorder

Ms. Johnson is a 34-year-old unmarried woman who works as a cashier at a 

nearby supermarket. She was referred by her primary care physician because 

of persistent pain and discomfort during the past 5 years. Looking very wor-

ried, she explains that she feels a dull pain that radiates from both of her 

upper limbs to her chest and then to her lower limbs. She also complains of a 

sensation of crawling just under her scalp. She experiences episodes of dizzi-

ness at work, which often necessitate frequent breaks. She has missed work 

due to these symptoms several times during the past few weeks and is now 
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concerned that she might lose her job. She is preoccupied by her symptoms 

and distressed by the effects they are having on her ability to carry out her 

daily activities. She has visited more than 10 doctors during the past 5 years, 

including an expert in Chinese medicine, to try to find out what is causing her 

symptoms and to get some relief. During this time, she has had numerous 

investigations that failed to detect any disease that could explain her symp-

toms. She has so far not been reassured by the visits to the doctors and the 

negative findings of the investigations and says she is sure they are missing 

something that could be treated and provide relief from her pain. Ms. Johnson 

has no previous history of mental health consultation, and apart from the 

episodes of dizziness, she had no other symptoms suggestive of anxiety and 

depression. Ms. Johnson says she has so far had very difficult relationships 

with men, which she blames on her undiagnosed medical problems. She is 

not currently in a relationship. She says she would definitely be unable to 

handle a relationship with a man when she is constantly having to cope with 

her pain and discomfort. She used to be part of a group of close friends who 

went out together on a regular basis, but she does not have time to see them 

anymore because she has to focus on finding out what is wrong with her; she 

therefore feels like they no longer have much in common. She has stopped 

exercising, which she used to do an almost daily basis, because she is afraid 

that this will make her symptoms worse.

ASSESSMENT

For individuals presenting with bothersome and distressing bodily symptoms, 

a detailed assessment by interview is required. In general, assessment should 

include a history of the symptoms, their number, their duration, and any 

associated pain or discomfort. The assessment should determine whether the 

symptoms are examples of commonly occurring somatic concerns that are 

often transient and do not generally lead to clinical encounters or, if they do, 

rarely to repeated encounters. It is important to note what factors may have 

been noticed by the individual that aggravate or relieve the symptoms. Indi-

viduals with bodily distress disorder may be able to indicate whether their 

symptoms occur in relation to any type of activity, stressor, or recent life 

event. The interpretation the individual gives to the symptoms should be 

obtained, as well as whether previous medical help has been sought and 

investigations conducted.

It is important to establish a therapeutic alliance with these patients, and 

clinicians must frame interview questions in a nonstigmatizing and non

embarrassing way to increase patient comfort and enhance their engagement 

in the diagnostic process. In being referred to a psychologist or other mental 

health professional by a general practitioner or other medical professional, 

the idea that these patients’ symptoms are not real or are “all in their head” 

will often have been communicated, even if unintentionally. Therefore, these 

individuals may approach the encounter with a mental health professional in 
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a negative and defensive way, which must be overcome. The clinician should 

communicate that they take the symptoms seriously and are not doubting the 

patient’s experience. It is important to use familiar language, avoiding as 

much as possible the use of technical terminology. For example, it would be 

more understandable to the average person to say “physical symptoms” 

rather than “somatic symptoms” or to say “your thoughts about these symp-

toms” rather than “negative cognitions.” The clinician should allow the 

patient to provide details about all symptoms they may have. A family 

member or significant other may also be available to provide information that 

helps to understand the extent to which the symptoms have been a source of 

concern, distress, or worry as well as the pathway of help seeking. The clini-

cian should pay attention to verbal and nonverbal behaviors that may pro-

vide indications of the patient’s level of distress, preoccupation, and fears. 

Particular attention should be paid to requests for investigations by the patient 

because they may indicate beliefs about possible causation.

Other than establishing the presence of somatic symptoms, making a diag-

nosis of bodily distress disorder also requires the elicitation of associated dis-

tress, worry, or preoccupation. Thus, the patient should be asked how much 

worry or distress is associated with each of the symptoms, using their own 

assessment of whether the worry or distress has been mild, moderate, or 

severe. A detailed description is required about the level and length of psy-

chological distress and how much attention the symptoms have elicited. It is 

sometimes possible to get a sense of the patient’s level of worry or fear about 

the symptoms and what they may indicate through facial expression, general 

comportment, and tone of voice. Preoccupation is indicated by attention being 

frequently or constantly directed toward the symptoms. The individual may 

find it difficult to switch their attention away from the symptoms, irrespective 

of the activity at hand.

Fear and preoccupation may be related to the manner in which the symp-

toms are being interpreted. Rather than seeing a particular pain or other 

bodily sensation as merely troubling, the patient may fear that it is going to 

get much worse or that it is indicative of cancer. Even if examinations and 

investigations conducted by the clinician and other health professionals con-

vince the patient that the attribution of the pain to possible cancer is incor-

rect, the patient may nevertheless continue to fear that the symptom will get 

worse and may therefore seek more investigations or treatment from another 

clinician. The extent to which the patient continues to be troubled by the 

symptoms or to harbor the fear that they may get worse will determine how 

often or how many times the patient seeks further investigations or the help 

of other clinicians.

Patients should be interviewed to get a full picture of the ways in which 

the symptoms and associated psychological factors have led to any decline in 

the performance of roles or functions. The severity of symptoms, the intensity 

of the worry or fear and preoccupation, and the extent to which time and 

resources are devoted to seeking investigations into the cause of the symp-

toms all influence the extent to which other activities are given up and the 
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level of functional impairment that accompanies the bodily symptoms. The 

consequence may vary from mild impairment to relatively severe disability, 

especially among patients with numerous somatic symptoms. As the case of 

Ms. Clement shows, mild impairment is often limited to failing to perform an 

expected social role because the mind is distracted by a preoccupation with 

the bodily symptoms. On the other hand, and as exemplified in the case of 

Mr. Lewis, moderate impairment may be indicated by several days of calling 

off sick as a result of the symptoms and abandonment of significant social and 

leisure activities. Persons with severe impairment may, like Mr. Johnson, give 

up their work as a result of the symptoms or have experienced great difficul-

ties in performing usual activities across several domains. There is some evi-

dence for a dose–response relationship between number of symptoms and 

extent of disability (Harris et al., 2009). In assessing severity, it is important 

for the clinician to make use of all information available from the clinical 

assessment to make a global rating of severity. This will include a consider-

ation of symptom intensity, distress, fear, and limitation in functioning.

The adoption of a dimensional approach to conceptualizing bodily distress 

disorder, encompassing the number of somatic concerns as well as behavioral 

and cognitive features, helps to avoid medicalization of innocuous and rela-

tively nontroubling somatic symptoms, which are common. This dimensional 

approach encompasses the broad spectrum of burdensome somatic concerns, 

from mild to very severe, without the need to create discrete categories based 

on the specific symptomatic presentation, as in the ICD-10. Although these 

dimensions tend to run in parallel—as one becomes more severe, so do the 

others—this is not always the case. For example, although severe bodily dis-

tress disorder tends to be associated with numerous distressing bodily symp-

toms, some individuals experience extreme distress about a single somatic 

symptom.

Detailed history is required about the occurrence of any other mental health 

condition, especially mood disorders and anxiety and fear-related disorders. 

If any other conditions are present, it is important to establish their temporal 

relationship to the burdensome somatic concerns and whether the two con-

ditions only occur together or have occurred at different times as well. If mood 

and anxiety symptoms are present, the clinician needs to determine whether 

they meet the diagnostic requirements for a mood disorder or an anxiety and 

fear-related disorder. Establishing the temporal relationship of the occurrence 

of mood or anxiety symptoms and of burdensome somatic concerns is impor

tant in determining whether the diagnosis of a mood disorder or an anxiety 

or fear-related disorder is sufficient to account for the patient’s problems or 

whether a co-occurring diagnosis of bodily distress disorder is also appropriate. 

When another mental health condition is present concurrently with bodily 

distress disorder, it may be difficult to determine which of them accounts for 

functional impairment that may be noted. It is likely that one condition 

makes the impact of the other worse. However, some understanding of the 

impact of one or the other may be possible if a clear temporal relationship can 

be established.
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In view of the importance of excluding any possible physical health 

causation of the symptoms, assessment by a physician is generally important. 

The result of any investigations conducted as part of such assessment may be 

available in the patient’s medical records or may be obtained from the physi-

cian. Clear information should be provided to the patient about why these 

assessments and investigations are being conducted. However, it is also impor

tant not to request that investigations that have already been properly con-

ducted be repeated or to order fresh ones that are not relevant or essential just 

because the patient demands them. Unnecessary investigations sometimes 

only serve to reinforce the patient’s belief that there is indeed an underlying 

physical health condition yet to be detected. When the results of investiga-

tions are negative, they should be presented and explained to the patient in a 

way to provide relief and not as an indication of failure of the tests. The pres-

ence of a comorbid medical condition, even one with similar symptoms with 

those of the presenting somatic concerns, does not exclude the possibility of 

a diagnosis of bodily distress disorder. For example, a patient may have a pain 

condition for which there is some radiological evidence of underlying pathology. 

However, the diagnosis of bodily distress disorder may be justified if the clini-

cian determines that the psychological symptoms of distress, worry, fear, and 

preoccupation shown by the patient are in excess of what would be expected 

as a result of the pain that may be solely due to the pathology shown on the 

radiological evidence.

COMMON CO-OCCURRING DISORDERS AND DIFFERENTIAL 
DIAGNOSIS

Persons with mood disorders or those with anxiety and fear-related disorders 

often have multiple somatic complaints as manifestations of their condition. 

Such persons may be preoccupied with the somatic symptoms, and, especially 

in primary care settings (Goldberg et al., 2017), the symptoms may be their 

main presenting complaints. On the other hand, patients with bodily distress 

disorder will commonly be afraid, have worry and preoccupation, and may 

also have depressed mood as a result of their burdensome somatic concerns. 

For these reasons, it is important to conduct a full assessment to decide whether 

somatic symptoms occur exclusively in the context of the mood or anxiety 

symptoms or at other times as well. If the former is the case, and sufficient 

symptoms are present to establish the diagnosis of a mood disorder or an anx-

iety or fear-related disorder, then a diagnosis of bodily distress disorder is gen-

erally not justified. If burdensome somatic concerns occur when mood and 

anxiety symptoms are absent or insufficient to make a diagnosis and seem to 

be a part of the psychological manifestations of the somatic concerns, then a 

diagnosis of bodily distress disorder is typically appropriate.

There is evidence that a dose–response relationship exists between number 

of somatic symptoms and prevalence of mood disorders or anxiety and fear- 

related disorders. However, several lines of evidence support the distinction 
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between bodily distress disorder and both mood disorders and anxiety and 

fear-related disorders. Only 50% to 60% of patients with somatoform disor-

ders have co-occurring mood disorders or anxiety and fear-related disorders 

(Kato et al., 2010), and there is evidence that when patients with somatoform 

disorders benefit from either psychological or antidepressant treatment, the 

benefit is not mediated through a reduction of depressive or anxiety symp-

toms (Escobar et  al., 2010; Kato et  al., 2010; Kroenke, 2007; Kroenke & 

Swindle, 2000). When both sets of symptoms are present in a patient, it is 

important to establish whether, on the basis of temporally distinct onset of 

each disorder, a co-occurring diagnosis of the appropriate mood or anxiety or 

fear-related disorder and bodily distress disorder is indicated. When somatic 

symptoms are a part of a mood or anxiety disorder, the treatment of the latter 

should result in a relief from the former. On the other hand, when bodily 

distress disorder is clearly present, even in the context of a mood or anxiety 

disorder, it is important to develop a treatment plan that addresses both condi-

tions. This is because, as earlier indicated, the effective treatment of one does 

not always translate to a relief from the other (Escobar et al., 2010; Kato et al., 

2010; Kroenke, 2007; Kroenke & Swindle, 2000).

During panic attacks, patients may experience a range of anxiety and somatic 

symptoms. The temporal clustering of the symptoms and their rapid onset 

should make it possible to differentiate those episodes from bodily distress dis

order, where the somatic symptoms will generally have occurred over a much 

longer period. The symptom pattern may also help the clinician to differentiate 

the conditions because panic attacks are typically characterized by somatic 

symptoms related to autonomic arousal.

Hypochondriasis, which in ICD-10 was classified as a somatoform disorder, is 

classified in ICD-11 in the grouping of obsessive-compulsive and related disorders. 

In addition to frequent co-occurrence (Fink et al., 2004), hypochondriasis 

shares several features with bodily distress disorder. These include similar cog-

nitive perceptual styles and several risk factors (Noyes et al., 2006; Rief et al., 

1998). Nevertheless, hypochondriasis, also referred to as health anxiety dis-

order, is differentiated from bodily distress disorder by a greater focus of affected 

persons on the possibility of having one or more serious, progressive, or 

life-threatening illnesses rather than on specific symptoms and their impact. 

Whereas patients with bodily distress disorder are preoccupied with their symp-

toms and seek medical attention to remove the symptoms, those with hypo-

chondriasis have persistent fear about the presence of an underlying disease 

and therefore seek medical investigations to disconfirm its presence. Patients 

with bodily distress disorder are eager for a solution that will result in the alle-

viation of the symptoms; in contrast, those with hypochondriasis may para-

doxically be so fearful of the import of their symptoms and what may be found 

through clinical examination that they avoid medical appointments. Making the 

distinction is important because there is some indication that hypochondriasis 

may be more likely than bodily distress disorder to respond to certain classes of 

antidepressants (Stein et al., 2016; van den Heuvel et al., 2014).
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Persons with body dysmorphic disorder are concerned about defects in 

some part of their bodies rather than fear of having a disease, as may be indi-

cated by somatic symptoms. When individuals with body dysmorphic disorder 

seek medical attention, it is typically a surgical intervention or other treatment 

to alter the defect and not because of concern about specific symptoms or for 

the possible detection and treatment of an underlying disease.

Complaints about somatic symptoms are central to conditions such as irri-

table bowel syndrome and fibromyalgia. However, persons with these condi-

tions may not display a high level of preoccupation and unreasonable fear 

regarding the symptoms they experience and can thus be distinguished from 

persons with bodily distress disorder. There are also specific symptom patterns 

that are more characteristic of these conditions. For example, in addition to 

abdominal pains, patients with irritable bowel syndrome will commonly have 

constipation or diarrhea as the focus of their concerns. In fibromyalgia, even 

though other symptoms such as fatigue and mood disturbance may be present, 

the focus is most commonly on multiple musculoskeletal pains. For both con-

ditions, symptom-based treatments are often helpful. As indicated earlier, if 

medical conditions with somatic manifestations are nevertheless accompanied 

by disproportionate fear and preoccupations, an additional diagnosis of bodily 

distress disorder may be appropriate.

DEVELOPMENTAL COURSE

Bothersome somatic symptoms may occur in children (Garralda, 2011). These 

are most commonly gastrointestinal symptoms, such as abdominal pain, nausea, 

or vomiting. Children are more likely to have recurrent single rather than 

persistent multiple symptoms. The clinician should assess any associated emo-

tional difficulties carefully and also consider whether these behaviors are being 

reinforced by parental responses, including excessive worry, overprotectiveness, 

and overinvolvement.

Somatic complaints are common among older adults. The clinical challenge 

is to be able to distinguish somatic concerns that indicate bodily distress dis-

order from those that could be manifestations of a medical condition and also 

not to dismiss such concerns based on the idea that aches and pains are simply 

part of the aging process. Pain conditions or multiple complaints across several 

body parts are the most common presentations of bodily distress disorder in 

older adults. When multiple pains are in fact related to problems associated 

with age, most older adults can be helped to find coping strategies rather than 

the pains becoming a focus of persistent concerns and worry. Elderly patients 

with multiple burdensome somatic symptoms more suggestive of bodily dis-

tress disorder are likely to seek more frequent primary care consultation, have 

poorer health status, more likely to be hospitalized, and have an increased 

mortality rate (Hausteiner-Wiehle et al., 2011). Although persistence of burden

some somatic symptoms among individuals presenting in general health care 
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settings is common (approximately 50% over 1 year), it is more common 
among older persons (Gureje & Simon, 1999; Rief et al., 2010).

CULTURAL CONSIDERATIONS

It is important to consider culture in the assessment and treatment of bodily 
distress disorder (Gureje et al., 2019). Distressing or concerning somatic symp-
toms that are strongly related to emotional problems have been found to be 
present in every culture in which they have been studied. Differences in the 
prevalence of these experiences have been commonly reported, but there is 
no clear evidence that some cultures are more at risk than others. The specific 
somatic symptoms commonly presented to the clinician differ from one cul-
ture to another, probably reflecting the cultural views and understandings 
attached to the working or functioning of different parts of the body. Thus, 
while abdominal symptoms (such as feeling bloated) may be common in one 
culture, symptoms relating to the functioning of the sexual organs may be 
more likely in another. Culture may also influence the meaning or attribution 
attached to the symptoms, including interpretations along traditional, reli-
gious, spiritual, and personal lines, and this may influence both the extent of 
the distress experienced and help-seeking behaviors. It is important that cli-
nicians attending to persons with somatic concerns have an understanding of 
these cultural influences to arrive at an accurate diagnosis and a way of 
framing the clinical problem and treatment options so that they are most 
likely to be acceptable to the patient.

GENDER-RELATED FEATURES

Bothersome and distressing somatic concerns are more commonly reported by 
females (Gureje & Simon, 1999; Schäfer et al., 2010), and it is therefore likely 
that bodily distress disorder has a higher prevalence among females than males, 
although epidemiological studies based on the ICD-11 diagnosis of bodily dis-
tress disorder have not yet been done. Specific patterns of symptoms or com-
plaints may be related to gender—for example, specific cultural presentations 
believed to be due to loss of semen in males and symptoms related to the 
menstrual cycle reported by females.

PREVALENCE

Somatic concerns that are associated with distress are common and constitute 
a high burden among patients consulting primary care (Fink et  al., 2007; 
Goldberg et al., 2017). There are few population-based studies of the preva-
lence of burdensome somatic symptoms. Findings from such studies indicate 

that the median prevalence of ICD-10 somatization disorder, which requires 
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many symptoms from diverse areas of the body and is closer to severe bodily 

distress disorder in the ICD-11, is approximately 0.4% (range: 0.03%–0.84%). 

In contrast to these low figures, the reported rates for the ICD-10 undifferen-

tiated somatoform disorder are much higher, ranging between 9.1% to 19.7% 

(Creed & Gureje, 2012). Like bodily distress disorder, the diagnosis of undif-

ferentiated somatoform disorder does not require the presence of multiple 

somatic symptoms, but the accompanying psychological symptoms are less 

well articulated than they are for bodily distress disorder in the ICD-11. The 

prevalence of ICD-10 somatization disorder is still very low in primary care 

settings, whereas the prevalence of less restrictively defined forms of somatic 

concerns is much higher (Gureje et  al., 1997). The inference to be drawn 

from these epidemiological studies is that the threshold for defining somatiza-

tion disorder was too high, and that for the undifferentiated forms ICD-10 

somatoform disorders was too low. In the context of the revised definition of 

bodily distress disorder, especially with greater emphasis on the presence of 

core psychological symptoms, it is likely that the prevalence of bodily distress 

disorder in general health care settings will be approximately 4% to 6%—

much higher than was commonly reported for somatization disorder with its 

multisymptom requirement but lower than that of undifferentiated somato-

form disorder in which psychological features may be less pronounced. As 

shown in cross-country studies of somatoform disorders, it is likely that the 

prevalence rate of bodily distress disorder will vary across settings.

KEY POINTS

•	 Somatic concerns that are associated with distress are common and consti-

tute a high burden among patients consulting primary care. Bodily distress 

disorder in the ICD-11 is a new category that has been specifically concep-

tualized to enhance its clinical utility and support the delivery of appro-

priate care to affected persons, especially in general health care settings 

where the condition most commonly presents.

•	 The single diagnosis of bodily distress disorder replaces all the previous 

grouping of somatoform disorders in ICD-10, with the exception of hypo-

chondriasis. Detailed consideration has been given to the many problems 

in the ways that disorders of burdensome somatic concerns had previously 

been defined. Bodily distress disorder represents a major reformulation 

of the way in which these disorders should be assessed and diagnosed in 

clinical settings and studied in research settings that is more in line with 

current evidence and clinical practice.

•	 Bodily distress disorder is defined in a way that gives prominence to the  

psychological features that make it a mental disorder and avoids the sim

plistic mind–body dichotomy implied by the notion of “unexplained medical 

symptoms.” Thus, for the diagnosis to be assigned, along with bothersome 

somatic symptoms, the presence of core psychological symptoms such as 
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distress, preoccupation, worry, and fear is required, as is evidence of func-

tional impairment.

•	 Bodily distress disorder is a distinct mental disorder even though it has 

overlapping features and often co-occurs with other mental disorders, par-

ticularly mood disorders and anxiety and fear-related disorders. For a diag-

nosis of bodily distress disorder to be made, the somatic symptoms should 

not occur exclusively during and be entirely explainable by episodes of 

a mood disorder or an anxiety or fear-related disorder.

•	 The presence of a potentially explanatory or contributory medical condi-

tions does not exclude a diagnosis of bodily distress disorder. In this con-

text, the clinician should establish that the psychological features (e.g., 

preoccupation, worry, fear) and functional impairment associated with the 

somatic symptoms are substantially in excess of what would be expected 

based on the medical condition alone.

•	 Culture may affect the specific symptoms of bodily distress disorder as 

well as how those symptoms are experienced, interpreted, and responded 

to. For this reason, it is important that clinicians take cultural views into 

consideration in the assessment and treatment planning of bodily distress 

disorder.
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OVERARCHING LOGIC

Disruptive behavior and dissocial disorders, along with attention deficit hyper-

activity disorder (ADHD), are among the most common and impairing psycho-

logical conditions in children and adolescents. Clinicians and researchers 

increasingly recognize these conditions as relevant across the life span, with 

great heterogeneity in presentation, variation across settings and informant per-

spectives, and links to other important clinical and functional concerns. For 

these reasons, effective psychological assessment in this area is both a key skill 

set for clinicians to possess and a challenging one to implement in practice.

Taxonomically, oppositional defiant disorder and conduct-dissocial disorder 

comprise the two major disorder categories in the disruptive behavior and dis-

social disorders grouping of 11th revision of the International Classification of 

Diseases (ICD-11; World Health Organization [WHO], 2023), whereas ADHD is 

an important category in the neurodevelopmental disorders grouping. Clini-

cally, oppositional defiant disorder and conduct-dissocial disorder include dif-

ferent clusters of problematic oppositional or antisocial behaviors that differ in 

type, severity, and frequency, whereas ADHD is characterized by persistent 

symptoms of inattention and/or hyperactivity-impulsivity that have a direct 

negative impact on academic, occupational, or social functioning.

https://doi.org/10.1037/0000392-014
A Psychological Approach to Diagnosis: Using the ICD-11 as a Framework, G. M. Reed,  
P. L.-J. Ritchie, and A. Maercker (Editors)
Copyright © 2024 by the American Psychological Association and the International 
Union of Psychological Science. All rights reserved.
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Despite being classified in different sections of the ICD-11, disruptive behavior 

or dissocial disorders and ADHD are addressed together in this volume for sev-

eral reasons. First, oppositional defiant disorder, conduct-dissocial disorder, and 

ADHD all typically have their first onset in childhood or adolescence. Second, 

these symptoms and diagnoses commonly co-occur, either simultaneously or 

over the course of development. Third, clinical assessment of any of these prob-

lems should entail a differential diagnosis of the others. Finally, even when 

different diagnoses are applied (e.g., oppositional defiant disorder vs. ADHD), 

the focus and methods of treatment are often quite similar (e.g., behavioral 

parent training, cognitive behavior therapy). In light of this overlap, we adopt 

a comprehensive approach to the psychological assessment of disruptive 

behavior and dissocial disorders and ADHD in youth. In doing so, we empha-

size principles and practices common to all three disorders whenever possible, 

while also offering guidance on the individual disorders.

A PSYCHOLOGICAL APPROACH TO DISRUPTIVE BEHAVIOR AND 
DISSOCIAL DISORDERS AND ADHD

Attention to social and developmental context is of utmost importance for the 

understanding, assessment, and treatment of oppositional defiant disorder, 

conduct-dissocial disorder, and ADHD. These disorders are somewhat unique 

in that they are defined less by the experience of distress and more by whether 

one’s behavior aligns with the norms and expectations of the social environ-

ment and sociocultural context. A young child exhibiting hyperactive, impul-

sive, and strong-willed behaviors might be considered unremarkable in a family 

care setting during early childhood, but these same behaviors could cause 

considerable impairment, disruption, and learning challenges upon entering  

primary school. Similarly, it is important for clinicians to have some apprecia-

tion of both typical and atypical development because differentiating the two is 

central to diagnosis. Disruptive features (e.g., temper outbursts, arguing, high- 

energy behaviors) are somewhat normative in young children but can warrant 

clinical attention if they are especially severe, persistent, or impairing relative to 

same-age peers.

For these reasons, the focus of assessment should include the child’s social 

environment in all its forms (e.g., family, peers, school, community) in addition 

to individual factors in the identified patient. Correspondingly, the methods of 

assessment should not rely solely on any one person or tool. What is needed  

is a developmentally informed, hypothesis-driven, comprehensive approach 

that considers multiple informants across settings (Matthys & Powell, 2018; 

McMahon & Frick, 2005; Pelham et al., 2005; Rohde et al., 2020). Put differ-

ently, assessment requires a psychological conceptualization, seeking to answer 

a few key questions: What is the nature of the concern? How did it come about? 

What factors are maintaining the problem? How might these be modified 

through treatment? Although etiology is beyond the scope of this chapter, 

these disorders are influenced by genetic and environmental factors (and 
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interactions thereof). In sum, the assessment process is very much just that: a 
process. It involves developing and testing hypotheses using multiple types and 
sources of data to shed light on competing explanations.

PRESENTATIONS AND SYMPTOM PATTERNS

Oppositional defiant disorder, conduct-dissocial disorder, and ADHD share 
common characteristics, including a persistent pattern of symptoms that is 
inconsistent with developmental level and sociocultural expectations and is 
associated with functional impairment (WHO, 2024). For example, youths who 
often argue, defy instructions, and become angry (features of oppositional defiant 
disorder) are prone to experience impairment in their functioning with parents 
and teachers. Those who skip school, start fights, and shoplift (as in conduct- 
dissocial disorder) will likely face significant difficulties in their environment. 
And a child who has a hard time paying attention and waiting their turn (fea-
tures of ADHD) will likely experience behavioral, academic, and social problems 
at school. Thus, all three disorders are necessarily linked to functional impair-
ment, although there is substantial variability among individuals with the same 
diagnosis (Frick & Nigg, 2012; Lochman & Matthys, 2018; Loeber et al., 2000).

Oppositional Defiant Disorder

In oppositional defiant disorder, the pattern is predominantly disruptive in char-
acter, including markedly noncompliant, defiant, and disobedient behavior. This 
description characterizes the individual’s behavior through its impact on the 
environment, and different types of behaviors can fit this description. As described 
in the Clinical Descriptions and Diagnostic Requirements for ICD-11 Mental, Behavioural 

and Neurodevelopmental Disorders (CDDR; WHO, 2024), these behaviors include  
(a) difficulty getting along with others, especially authority figures and peers;  
(b) antagonistic or spiteful/vindictive behavior; or (c) emotional dysregulation 
including severe irritability and anger. The developmental and relational context 
is critical. It should be established that the presenting concerns do not arise from 
a relationship with a single authority figure (e.g., just one parent or teacher) or 
from an unreasonable set of demands being placed on the child (relative to their 
age and ability). These situations are not sufficient for diagnosis; instead, they 
might argue for a clinical focus on the social environment, such as consulting 
with a teacher or caregiver.

Conduct-Dissocial Disorder

Conduct-dissocial disorder is defined by a pattern of problematic behaviors 
resulting in violating the basic rights of others or significant violations of age- 
appropriate social or cultural norms, rules, or laws. The four major domains 
include (a) aggression toward people or animals, such as bullying or sexual 
assault; (b) destruction of property, such as setting fires or breaking other chil-
dren’s toys; (c) deceitfulness or theft, such as persistent lying or shoplifting; and 
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(d) serious violations of rules, such as repeatedly running away from home or 

skipping school or work. Typically, multiple such behaviors must occur over a 

relatively long period of time. Depending on their severity, however, a large 

constellation of many problems may not be required for clinical diagnosis and 

care. For example, fewer instances of cruelty toward animals or deliberate fire 

setting would be needed for the diagnosis, whereas behaviors such as lying may 

require greater evidence of their severity and atypicality (e.g., a recurrent pat-

tern of lying to mislead and cheat others). Note that these behaviors often 

require other forms of intervention outside the mental health domain. For 

example, fighting, truancy, and theft may necessitate attention from educa-

tional or legal authorities before a persistent pattern could be documented for 

diagnosis. Conversely, a pattern of lying and cheating others could justify a 

conduct-dissocial disorder diagnosis without constituting any particular crime 

or rule violation.

Attention Deficit Hyperactivity Disorder

ADHD is characterized by a persistent pattern of inattention and/or hyperactivity- 

impulsivity that is outside the limits of normal variation expected for age and 

level of intellectual development. Symptoms must be severe enough to have a 

negative effect on functioning in multiple settings (e.g., home, academic, social, 

occupational). There are three ADHD presentations (inattentive, hyperactive- 

impulsive, and combined) based on the two symptom clusters (inattention, 

hyperactivity-impulsivity). Inattention includes difficulty sustaining attention to 

tasks that do not provide a high level of stimulation or reward or require sus-

tained mental effort; being easily distracted by extraneous stimuli or thoughts not 

related to the task at hand; and difficulty with planning, managing, and orga-

nizing schoolwork, tasks, and other activities. Hyperactivity-impulsivity includes 

excessive motor activity (e.g., a child leaving their seat or running about when 

expected to sit still); difficulty waiting one’s turn or interrupting or intruding on 

others in conversation, games, or activities; and a tendency to act in response to 

immediate stimuli without consideration of the risks and consequences. Knowl-

edge of typical development is key to identifying what is atypical at what ages. 

Consider the meaning of “difficulty sitting still” in a 4-year-old versus a 10-year-old 

or “makes impulsive decisions” in a 15-year-old versus a 30-year-old.

SPECIFIERS

Oppositional Defiant Disorder and Conduct-Dissocial Disorder

If the essential features in the CDDR for oppositional defiant disorder are  

met, the clinician specifies whether the presentation is (a) “without chronic 

irritability-anger,” a common, predominantly oppositional-defiant pattern, 

not accompanied by severe emotion dysregulation; or (b) “with chronic 

irritability-anger,” characterized by a prevailing, persistently angry/irritable 

Co
py

rig
ht

 A
m

er
ic

an
 P

sy
ch

ol
og

ic
al

 A
ss

oc
ia

tio
n.

 N
ot

 fo
r 

fu
rt

he
r 

di
st

rib
ut

io
n.



Disruptive Behavior and Dissocial Disorders and ADHD  255

mood, which can include feeling angry or resentful, being touchy or easily 

annoyed, and often losing one’s temper. On the basis of substantial research 

on the irritability dimension of oppositional defiant disorder and on syndromes 

of severe/disruptive mood dysregulation, the ICD-11 designated chronic 

irritability-anger as a subtype of oppositional defiant disorder rather than as a 

new standalone diagnosis (Evans et al., 2017; Lochman et al., 2015). The 

presence of chronic irritability-anger is linked to risk for depressive disorders, 

anxiety and fear-related disorders, suicidality, and school, relational, and occu-

pational challenges.

If the CDDR essential features for conduct-dissocial disorder are met, the 

clinician indicates whether it is (a) “childhood onset” or (b) “adolescent onset.” 

This distinction—based on whether any features were clearly present and  

persistent before the beginning of adolescence (or about 10 years of age)—is 

clinically and developmentally meaningful. Early-onset conduct-dissocial dis-

order tends to predict greater severity and persistence of antisocial behavior 

over time, whereas onset in adolescence can often be a function of deviant peer 

affiliation and is more likely to remit as youths enter young adulthood. How-

ever, these specifiers should not be interpreted to mean that either presentation 

is less clinically important or less amenable to change than the other.

If conduct-dissocial disorder and/or oppositional defiant disorder is present, 

the clinician should indicate whether the condition occurs (a) “with typical 

prosocial emotions” or (b) “with limited prosocial emotions.” This specifier 

derives from research on callous-unemotional traits, primarily in the context of 

conduct-dissocial disorder (Frick et al., 2014). Limited prosocial emotions are 

defined by limited or absent empathy or sensitivity; limited remorse, guilt, or 

shame; limited concern over one’s own poor/problematic performance; and 

limited or shallow expression of emotions or positive/loving feelings toward 

others. These features typically emerge before adolescence and predict a trajec-

tory of more severe antisocial behavior. Research has supported the validity of 

callous-unemotional traits among younger children with and without opposi-

tional defiant disorder (e.g., Ezpeleta et al., 2015). Such findings suggest that 

detecting limited prosocial emotions within oppositional defiant disorder could 

help facilitate early identification and treatment of children at greatest risk for 

a severe antisocial trajectory. Still, diagnostic decisions should be guided by 

evidence that only a small minority of youth with either disorder would be 

expected to have limited prosocial emotions (Frick & Nigg, 2012).

Attention Deficit Hyperactivity Disorder

If the requirements for ADHD are met, the clinician has already ascertained that 

there is an impairing pattern of inattention and/or hyperactivity-impulsivity; 

the purpose of the specifiers is to designate the nature of that pattern from 

among three options: (a) predominantly inattentive presentation, (b) pre-

dominantly hyperactive-impulsive presentation, or (c) combined presentation.  

The ADHD symptom dimensions are well established (Willcutt et al., 2012) 

and could have important clinical implications. For example, youth with 
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hyperactive-impulsive symptoms may require attention for aggressive, inappro-

priate, and disruptive behavior. Those with severe inattention may be less  

disruptive and therefore less likely to be identified but are at greater risk for aca-

demic difficulties and depressive disorders (Meinzer et al., 2014).

ASSESSMENT

Clinical assessment can be considered a hypothesis-generating and hypothesis- 

testing decision-making process in which the clinician assesses for the presence 

(or absence) of one or more disorders, considers the underlying etiology, and 

plans treatment. In addition to producing an ICD-11 diagnosis, assessment 

should produce a case formulation that includes risk and protective factors that 

play a role in the development of the disorder. This decision process can be 

described in eight steps (Matthys & Lochman, 2017; Matthys & Powell, 2018).

First, during an initial screening phase before the first interview, it may be 

appropriate to provide comprehensive standardized rating scales to be com-

pleted by the parents and the youth’s teacher or, in the case of young children, 

their daycare provider. Examples of widely used, well-validated, comprehensive 

rating scales available in several languages include the Achenbach System of 

Empirically Based Assessment (Achenbach & Rescorla, 2001) and the Strengths 

and Difficulties Questionnaire (SDQ; Goodman & Scott, 1999). Both instrument 

suites are copyrighted and can be administered in electronic or other formats at 

some cost (although the SDQ permits paper administration at no cost). Numerous 

free youth mental health scales are available, especially for paper administration 

(for reviews of measures that are freely available, often in multiple languages, 

see Becker-Haimes et al., 2020, and Wikiversity, 2020). Ideally, at least one gen-

eral measure could be administered to adults with different perspectives on the 

child, to obtain a quick view on whether the youth functions within the clinical 

or normal range of various domains according to their parent(s) and teacher(s). 

Of course, a diagnosis cannot be made based on any single test result. Moreover, 

any use of measures should take careful account of cultural and linguistic con-

text. Measures should be culturally appropriate, administered in the preferred 

language of the individual(s) to whom they are given (whether as originally 

developed or as a validated translation), and any standardization (e.g., t-scores, 

clinical cutoffs) should be appropriately normed for the local population. When 

these conditions are not met, test results must be interpreted with caution.

Second, in the initial interview with the youth and caregiver, information is 

obtained on the onset and development of the problems and their progression 

over time. The clinician asks at what age the various symptoms first occurred, in 

which settings, and with whom (parents, other adults, teachers, siblings, peers). 

The developmental course of each symptom is discussed in terms of frequency, 

interactions with particular individuals, and consequences on overall func-

tioning (e.g., peer relations, academic achievement). Also, potential risk and 

protective factors are explored. Risk factors may include prenatal/perinatal birth 
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complications, child temperament, co-occurring disorders, low parental moni-

toring and harsh parenting, affiliation with delinquent peers, and low engage-

ment with school and community. Protective factors could include the presence 

of supportive adults, resources for care, extracurricular activities, and child social 

skills, friendships, problem-solving, intelligence, and academic achievement.

Third, based on the information gathered, the clinician generates a differen-

tial diagnosis while considering boundaries with other possible diagnoses with 

similar symptoms as well as co-occurring conditions. The differential diagnosis is 

considered as a clinical hypothesis to be tested during the next steps of the 

assessment. Fourth, this hypothesis helps the clinician decide what issues they 

need to look for or focus on in the clinical interview with the youth. Clinicians 

should generally not expect to observe directly all the problems reported by 

parents or all the essential features of any particular diagnosis, but they may 

want to observe the core disruptive behaviors at least to some degree. Although 

there may be a presumption of the presence of a disorder based on information 

from parents and teachers, the clinical interview may be used to support or 

refute this diagnostic presumption. Fifth, an evaluation is made of whether 

additional assessments are needed such as standardized assessment of intellec-

tual ability or neuropsychological testing.

Sixth, the clinician carefully checks each symptom separately with the 

parents, asking for specific examples of behaviors and probing for the frequency, 

duration, severity, context (settings in which symptoms occur), and conse-

quences. Additional information is gathered in view of hypotheses about the 

questions noted previously (What is the problem? How did it come about? etc.). 

These hypotheses can incorporate what is known about risk and protective fac-

tors and targets for intervention. For example, if the clinician’s view is that indi-

vidual and transactional characteristics of parent and child have evolved into a 

cycle of coercion, then behavioral parent training might be indicated. Seventh, 

the clinician integrates the information from different sources (e.g., parents, 

teachers, interview, observation) at the level of each symptom or group of symp-

toms and decides whether the essential features are present. Through this pro-

cess, the clinician obtains a final categorical ICD-11 diagnosis, plus a working 

case formulation and treatment recommendations. In generating a treatment 

plan, priority should be given to factors that seem to play a role in maintaining 

the disorder(s), perhaps above those that may have played an initiating role, 

because the former will help guide intervention. Eighth, the clinician discusses 

the diagnosis and treatment plan with the parents and the child or adolescent.

DIFFERENTIAL DIAGNOSIS

Oppositional defiant disorder, conduct-dissocial disorder, and ADHD must first 

be distinguished from behaviors that are within the typical range considering 

the individual’s age, gender, and sociocultural context. If the behavior problems 

are transient or do not result in significant impairment, they are viewed as 
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normative difficulties. If the behavior problems emerged shortly after a signifi-

cant stressor, the differential diagnosis should include adjustment disorder and 

possibly other disorders specifically associated with stress.

Oppositional defiant disorder and conduct-dissocial disorder are both related 

to and distinct from each other (Lahey & Waldman, 2012). Both are character-

ized by symptoms that disrupt interactions and relations with others but reflect 

a continuum of severity. For example, arguing, annoying others, and losing 

temper are less maladaptive than initiating physical fights, destroying property, 

and stealing. Elementary school children with oppositional defiant disorder are 

at elevated risk for developing conduct-dissocial disorder, but most do not. 

Symptoms of ADHD may also disrupt interactions and relations with others. 

Hyperactive-impulsive behaviors (e.g., blurting out, difficulty waiting turn, 

interrupting) are often very disruptive and require differentiation from opposi-

tionality. Inattention can also be interpreted as noncompliance; children who 

have difficulty attending to rules and instructions are less likely to follow them. 

However, many ADHD symptoms are unique to ADHD, such as being easily 

distracted and difficulty remaining still. Importantly, ADHD and oppositional 

defiant disorder or conduct-dissocial disorder often co-occur. When these disor-

ders are present together, ADHD is likely to have come first. Compared with 

either diagnosis alone, co-occurrence of ADHD with oppositional defiant dis-

order or conduct-dissocial disorder is associated with greater impairment, there-

fore requiring a more comprehensive treatment plan.

Severe temper outbursts that may occur in oppositional defiant disorder with 

chronic irritability-anger can be similar to symptoms of intermittent explosive 

disorder (see impulse control disorders). However, the explosive episodes in 

intermittent explosive disorder involve verbal or physical aggression and may 

result in significant damage to property or physical injury to others. Individuals 

with oppositional defiant disorder, on the other hand, less often exhibit physical 

aggression, although verbal and reactive aggression is common. Likewise, 

although both ADHD and intermittent explosive disorder are characterized  

by impulsive behavior that may be aggressive, aggression is not a core feature  

of ADHD.

Noncompliance is common in youth psychopathology and can be seen in the 

context of both depression (e.g., due to diminished interest and pleasure) and 

anxiety disorders (e.g., if functioning to help avoid an anxiety-provoking 

stimulus). Similarly, irritability occurs in more than a dozen mental disorders 

affecting youth (Evans et al., 2017), notably including depressive, bipolar, anxiety, 

and stress-related disorders, as well as oppositional defiant disorder. Generally, 

youth with disruptive behavior or dissocial disorders are at risk for depression 

and anxiety. For these reasons, mood and anxiety disorders should generally be 

considered for differential diagnosis when oppositionality or irritability is prom-

inent, with careful attention given to whether these features are more episodic 

(characteristic of mood disorders) or chronic in nature (characteristic of opposi-

tional defiant disorder and non-mood disorders).

Similarly, youth with ADHD, particularly the inattentive presentation, are at 

risk for depressive disorders, which may be increased by negative experiences 
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with parents, teachers, and peers (Meinzer et al., 2014). Problems with atten-

tion in ADHD can also resemble depressed/withdrawn behavior. ADHD and 

depressive disorders can be distinguished insofar as ADHD inattention persists 

over time and is not episodically tied to depressive disorders. Fidgeting, rest-

lessness, and difficulties maintaining concentration characteristic of ADHD 

may also occur in the context of anxiety and fear-related disorders, which can 

co-occur with ADHD.

Noncompliance, irritability-anger, and aggression are common among chil-

dren and adolescents with autism spectrum disorder. However, in individuals 

with autism spectrum disorder, these behaviors are typically associated with a 

trigger, such as a sudden change in routine or aversive sensory stimulation, or 

with social communication deficits in interactions with peers. Likewise, atten-

tion problems such as being overly focused, hyperactive, and impulsive may 

occur in individuals with autism spectrum disorder. However, individuals with 

oppositional defiant disorder, conduct-dissocial disorder, or ADHD do not have 

the social communication deficits and restricted, repetitive, and inflexible pat-

terns of behavior, interests, or activities that are the core features of autism 

spectrum disorder.

CO-OCCURRING DISORDERS

Among individuals with any mental disorder, roughly half will at some point 

meet the diagnostic requirements for a second disorder; of these, about half will 

meet the diagnostic requirements for a third disorder (Caspi & Moffitt, 2018). 

Thus, it is critical to consider the possibility of co-occurring disorders when 

assessing for ADHD, oppositional defiant disorder, or conduct-dissocial disorder. 

The most common co-occurrence patterns involve pairs of these three disorders 

co-occurring with one another. The ICD-11 addresses this by allowing any com-

bination of these diagnoses to be applied simultaneously when all diagnostic 

requirements for each are met. Traditionally, co-occurrence within disruptive 

behavior and dissocial disorders has been viewed hierarchically and develop-

mentally, with oppositional defiant disorder seen as a precursor to conduct- 

dissocial disorder (Burke et al., 2002). However, it is important to note that a 

large percentage of youths with oppositional defiant disorder never develop 

conduct-dissocial disorder. In addition, ADHD commonly co-occurs with, and is 

a risk factor for, oppositional defiant disorder and conduct-dissocial disorder 

(Frick & Nigg, 2012). Individuals with developmental learning disorder or 

with disorders of intellectual development often have attention problems and 

may also warrant an ADHD diagnosis if all requirements are met.

Some useful data on co-occurrence come from Costello et al. (2003), who 

collected 3-month prevalence estimates of emotional and behavioral disorders 

in a representative population of 1,420 youths ages 9 to 13. Similar patterns 

of co-occurrence emerged for oppositional defiant disorder, conduct-dissocial 

disorder, and ADHD. The presence of any one of these disorders was linked to 

substantially increased risk for any other of these disorders, especially among 
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boys. Generally, oppositional defiant disorder, conduct-dissocial disorder, and 

ADHD also carried increased risk for depressive disorders, anxiety and fear- 

related disorders, and disorders due to substance use. Rates of co-occurrence 

tended to follow the developmental and gender trends of the associated disor-

ders. For example, among individuals with a disruptive behavior or dissocial 

disorder or ADHD diagnosis, risk for co-occurring depressive disorders or disorders 

due to substance use increases during adolescence and young adulthood. As for 

gender, girls with oppositional defiant disorder, conduct-dissocial disorder, 

and/or ADHD showed higher co-occurrence with anxiety and fear-related dis-

orders and depressive disorders and lower co-occurrence with externalizing 

disorders compared to boys (Costello et al., 2003).

Oppositional defiant disorder, conduct-dissocial disorder, and ADHD have 

also been linked to other health concerns. Sleep disturbance is common in dis-

ruptive behavior and dissocial disorders and in ADHD. There is a link between 

ADHD and epilepsy that warrants attention both for their elevated co-occurrence 

and for differential diagnosis given the possibility of absence (petit mal) seizures— 

brief “staring-spell” seizures lasting a few seconds—that can masquerade as 

inattention in settings such as classrooms. ADHD is associated with obesity and 

overweight status, which may not be clinically significant until adolescence  

or adulthood (Nigg et al., 2016). Similarly, unintentional injuries (e.g., burns, 

poisoning, fractures, head injuries) are associated with mental disorders gener-

ally and uniquely linked to ADHD, oppositional defiant disorder, and conduct- 

dissocial disorder (Rowe et al., 2004). It is not difficult to imagine how these 

disorders’ features (e.g., sensation-seeking, impulsivity, hyperactivity, risk-

taking, lowered sensitivity to punishment, aggression, delinquent peer affilia-

tion, rule violations) could place youths at risk for various adverse health 

outcomes. Clinicians should consider safety and physical health implications as 

part of a biopsychosocial conceptualization of disruptive behavior and dissocial 

disorders and ADHD. Finally, given documented associations of externalizing 

behavior with various forms of life adversity (Frick & Nigg, 2012), it is important 

to assess for a history of, and risk for, various forms of maltreatment and trauma.

DEVELOPMENTAL COURSE

Developmentally, oppositional defiant disorder is thought to emerge most often 

within the family environment. As children develop and peers play an increas-

ingly influential role, youths may transition from argumentative, defiant, and 

oppositional behavior at home to exhibiting similarly difficult behaviors in the 

peer and school context. Problems with emotion regulation and social-cognitive 

processes are often present. Youth with oppositional defiant disorder and 

conduct-dissocial disorder tend to be rejected by their peers and form affiliations 

with more delinquent peers. They may victimize, be victimized, or both (bully- 

victims). In school, youth with these conditions often encounter academic 

challenges and may be at greater risk for dropping out. Some of this may be due 
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to co-occurring ADHD, which is more specifically linked to academic problems. 

The stability of oppositional defiant disorder and conduct-dissocial disorder is 

relatively low, meaning that youth who meet requirements for the diagnosis at 

one point may experience a decline of symptoms and return to a typical trajec-

tory. However, the emergence of both oppositional defiant disorder and 

conduct-dissocial disorder earlier in childhood (rather than later in adolescence) 

is a robust predictor of mental health and functional problems into adulthood, 

and those who also show limited prosocial emotions tend to have most severe 

and persistent patterns (Frick et al., 2014). Finally, although oppositional defiant 

disorder and conduct-dissocial disorder have been considered disorders of child-

hood and adolescence, they remain relevant, common, and clinically important 

in adulthood. Thus, the ICD-11 allows both diagnoses to be given to adults when 

applicable. Adults who would have received a diagnosis of dissocial personality 

disorder in the ICD-10 or antisocial personality disorder according to the fifth 

edition of the Diagnostic and Statistical Manual of Mental Disorders (DSM-5) may best 

be diagnosed with conduct-dissocial disorder in the ICD-11, as this represents 

essentially the same pattern from a lifespan perspective.

Regarding ADHD, inattention and hyperactivity-impulsivity are present in 

many typically developing individuals during early to middle childhood. What 

indicates ADHD is the greater severity, persistence, and pervasiveness of these 

symptoms and the degree of associated impairment. In young children, the 

combined presentation is most common. With increasing age, hyperactivity- 

impulsivity tends to decrease, and inattentive presentations become more 

common. This may reflect a true developmental pattern or a difficulty in 

measurement across the life span. The ICD-11 has taken steps to address the 

latter issue by incorporating specific additional behaviors as symptoms (e.g., 

reckless driving). Most preschool cases of ADHD persist into childhood and ado-

lescence, with the combined subtype showing the strongest stability; however, 

it is common for an individual’s symptom presentation subtype to shift over 

time. For an ADHD diagnosis to be made in adolescents and adults, there must 

be evidence of significant inattention and/or hyperactivity-impulsivity in child-

hood (e.g., before age 12). For example, this evidence could be obtained by 

interviewing a family member or reviewing school records. In the absence of 

such evidence, an ADHD diagnosis in adults should be made with caution.

Early childhood ADHD symptoms and executive function are significant 

predictors of ADHD persistence and impairment, whereas inadequate par-

enting practices predict problems in emotional and behavioral adjustment 

and co-occurring oppositional defiant disorder. Parent and child behaviors are 

bidirectionally related, with parenting practices influencing child behavior and 

vice versa. In school-age children, ADHD symptom severity and related impair-

ment, cognitive functioning, and family factors continue to be important predic-

tors of ADHD persistence and functional outcomes later in life. Co-occurrence 

with oppositional defiant disorder and conduct-dissocial disorder emerges as an 

additional important predictor of both ADHD persistence and impaired func-

tioning in adolescence and adulthood. Adults with any of these conditions may 
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show impairments in the educational, occupational, relational, family, and com-

munity domains. At any developmental stage, effective intervention can be an 

important factor in determining the course and outcome of these conditions.

PREVALENCE

The best evidence concerning the prevalence of oppositional defiant disorder, 

conduct-dissocial disorder, and ADHD comes from large epidemiological 

surveys and meta-analyses. The National Comorbidity Survey Replication–

Adolescent Supplement (Merikangas et  al., 2010) collected a representative 

sample of 10,123 of adolescents in the United States. Results showed that 

12.6% of youth had a lifetime history of oppositional defiant disorder (13.9% 

in males, 11.3% in females), and 6.8% had conduct-dissocial disorder (7.9% in 

males, 5.8% in females). For ADHD, lifetime prevalence was 8.7% (13.1% of 

males, 4.2% of females). Overall, approximately one in five youths (19.6%; 

23.5% in males, 15.5% in females) had any history of the three disorders. By 

synthesizing results from many similar studies, a more robust and internation-

ally representative picture begins to emerge. The most comprehensive global 

meta-analysis of ADHD prevalence used data from 175 studies and estimated 

that 7.2% (95% confidence interval: [6.7%, 7.8%]) of youth in the population 

had ADHD at any given time (Thomas et al., 2015). To our knowledge, similar 

data are not available for oppositional defiant disorder and conduct-dissocial 

disorder, but epidemiological research has generally suggested that rates of 

ADHD, oppositional defiant disorder, and conduct-dissocial disorder do not 

vary substantially over time or across global regions—that is, these are not 

“American disorders” nor are they rapidly increasing in prevalence (Canino 

et al., 2010; Thomas et al., 2015; Willcutt, 2012).

However, prevalence estimates do not speak to the cross-cultural variations 

in clinical practices and social perceptions of diagnosing and treating ADHD, 

oppositional defiant disorder, and conduct-dissocial disorder. There is evidence 

in the United States, for example, that rates of ADHD diagnoses have increased 

since the 1990s, with regional variations in diagnosis and medication prescrip-

tion (Centers for Disease Control and Prevention, 2020). Such developments 

for ADHD—and perhaps also for oppositional defiant disorder and conduct- 

dissocial disorder—have not been without controversy and do not seem to be 

unfolding in the same manner across countries. These observations are some-

what anecdotal, underscoring the need for more research. In particular, research 

is needed in low- and middle-income countries.

Prevalence estimates hold useful clinical implications. For example, these 

data suggest that within a classroom of 20 to 30 students, there are probably 

three to six students—more often boys—who at some point will be affected by 

ADHD and/or disruptive behavior or dissocial disorders. At any given time, 

approximately one to three of these students might show all the essential fea-

tures for one or more of these disorders. This knowledge provides a frame of 
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reference for clinicians attempting to draw accurate diagnostic formulations 

about a referred youth’s reported difficulties. However, epidemiological esti-

mates only go so far. They do not describe disorder prevalence the settings where 

clinical care is provided, such as the local clinic or hospital. Thus, we encourage 

clinicians to investigate the “local base rates” periodically for these diagnoses in 

their settings because this provides an actuarial baseline to guide evidence-based 

assessment (Youngstrom et al., 2017).

VALIDITY AND OTHER KEY SCIENTIFIC ISSUES

Substantial evidence supports the validity of oppositional defiant disorder, 

conduct-dissocial disorder, and ADHD in children and adolescents (Frick & Nigg, 

2012). As one indicator of this validity, oppositional defiant disorder and 

conduct-dissocial disorder in childhood predict many common forms of psycho-

pathology later in adolescence and adulthood. Differential outcomes have been 

found for ADHD, oppositional defiant disorder (more predictive of anxiety and 

depression), and conduct-dissocial disorder (more predictive of delinquency and 

antisocial outcomes) in early adulthood. These diagnoses may also be validly 

made in earlier developmental periods. In preschool, oppositional defiant dis-

order and conduct-dissocial disorder show good evidence of validity, including 

relations to teacher-rated impairment and stability over time into the early 

school years.

Recent changes in the ICD-11 are expected to enhance the validity and clin-

ical utility of these diagnoses, permitting more finely tuned treatment planning. 

One key classification decision has been to include a subtype of chronic irritability- 

anger within oppositional defiant disorder in the ICD-11 rather than as a 

standalone disorder (Evans et al., 2017; Lochman et al., 2015). In global field 

trials, this formulation led to greater accuracy in diagnosing youth irritability 

and oppositionality, compared with the DSM-5 and ICD-10 (Evans et al., 2021). 

Another decision involved adding a specifier of “limited prosocial emotions” to 

conduct-dissocial disorder and oppositional defiant disorder diagnoses, largely 

based on research on callous-unemotional traits in youth. Callous-unemotional 

traits have been found to predict criminal and antisocial behavior outcomes  

in adults, even after controlling for oppositional defiant disorder and conduct- 

dissocial disorder symptoms. However, callous-unemotional traits show only 

moderate stability during childhood and are affected by family and peer inter-

actions (Frick et al., 2014).

MAJOR DIFFERENCES WITH DSM-5

Research has indicated that children with severe anger and irritability are at 

considerable risk for particular negative outcomes, including depressive dis-

orders and anxiety and fear-related disorders. Consequently, concern arose 
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that irritability had not been adequately classified in prior diagnostic systems, 

and changes were made to address this concern in both the DSM-5 and the 

ICD-11. The DSM-5 added a new childhood depressive disorder diagnosis, dis-

ruptive mood dysregulation disorder. This decision was met with several con-

cerns, however, including that it was based on only limited research and that 

the new syndrome was not clearly distinct from existing disorders (especially 

oppositional defiant disorder). Based on recommendations from a working 

group and a comprehensive literature review (Evans et al., 2017), the ICD-11 

did not include disruptive mood dysregulation disorder but instead added a 

specifier for oppositional defiant disorder with “chronic irritability-anger.” This 

seems to be the most parsimonious, scientifically supported option for better 

identifying and treating children with this maladaptive form of emotional 

dysregulation (Evans et al., 2021; Lochman et al. 2015).

A second distinction between the ICD-11 and DSM-5 involves the decision 

to use the specifier limited prosocial emotions for both oppositional defiant 

disorder and conduct-dissocial disorder. It was concluded that there were 

insufficient data to justify restricting the limited prosocial emotions specifier 

to conduct-dissocial disorder alone. Indeed, much of the research on the pre-

dictive effects of callous-unemotional traits has emerged from samples of 

youth with and without externalizing problems, broadly defined (e.g., Ezpeleta 

et al., 2015).

CULTURAL AND CONTEXTUAL CONSIDERATIONS

Oppositional defiant disorder, conduct-dissocial disorder, and ADHD are mental 

health diagnoses with evidence for validity and applicability at a global level 

(Bauermeister et al., 2010; Evans et al., 2021). Youth mental health symptom 

dimensions share structural similarities across countries—for example, with 

specific internalizing problems (e.g., worries, sad) being more strongly cor-

related with one another than with specific externalizing problems (e.g., argues, 

gets angry; Lahey & Waldman, 2012; Rescorla et al., 2012). Culture and con-

text affect the presentation, perception, and implications of mental health 

symptoms, however. Societies have varying thresholds for separating norma-

tive from clinical behaviors (Rescorla et al., 2012), with important implications 

for clinicians. When evaluating youths from cultural backgrounds in which 

average problem scores are lower than those of their current community, 

common assessment practices (e.g., one-size-fits-all cutoff scores) could cause 

oppositional defiant disorder, conduct-dissocial disorder, or ADHD to go unde-

tected. Conversely, youths from racial/ethnic minority groups are sometimes 

disproportionately identified for behavior problems; they might be inappropri-

ately referred for treatment when a disorder is not present or receive discipline 

rather than care when a disorder is present. Thus, clinicians should consider 

individual, family, and community cultural factors to promote appropriate and 

effective care.

Co
py

rig
ht

 A
m

er
ic

an
 P

sy
ch

ol
og

ic
al

 A
ss

oc
ia

tio
n.

 N
ot

 fo
r 

fu
rt

he
r 

di
st

rib
ut

io
n.



Disruptive Behavior and Dissocial Disorders and ADHD  265

GENDER-RELATED CONSIDERATIONS

In the ICD-11, the requirements for oppositional defiant disorder, conduct- 
dissocial disorder, and ADHD are the same irrespective of gender, but gender is 
a key consideration for assessment and conceptualization. All three conditions 
show a male preponderance, and this can help calibrate clinicians’ expected 
base rates to guide evidence-based assessment. However, the extent to which 
gender imbalances reflect true sex-differences or gender bias in diagnostic 
instruments and practices is unclear. When gender-based expectancies are held 
by parents, teachers, and professionals, boys could be overidentified and girls 
underidentified.

Generally, boys and girls with disruptive behavior or dissocial disorders or 
ADHD exhibit similar symptoms, impairment, and developmental trajectories. 
However, there are some gender-related patterns clinicians should know. The 
associations of oppositional defiant disorder, conduct-dissocial disorder, and 
ADHD with depressive disorders and anxiety and fear-related disorders are espe-
cially pronounced in females. The symptoms of disruptive behavior or dissocial 
disorders and ADHD can be less overt in females, such as lower levels of exter-
nalizing problems across these disorders and greater symptoms of inattention 
and lower hyperactivity-impulsivity in ADHD. Among youths with external-
izing behaviors, boys with disruptive behavior or dissocial disorders are more 
likely than girls to show aggressive and destructive behavior and severe rule 
violations. Girls seem to exhibit more nonviolent and covert aggression. As a 
result, antisocial behaviors among girls are more likely to go undetected longer 
and be diagnosed at a later age. Risk for sexual abuse and early pregnancy war-
rants special attention. Finally, it is important for clinicians to monitor “subclin-
ical” or “borderline” cases, which might be especially common in girls, because 
this can lead to clinically significant long-term outcomes. The flexibility of  
the ICD-11 Clinical Descriptions and Diagnostic Requirements allows clinicians to 
exercise professional judgment in identifying such individuals.

KEY POINTS

•	 In the ICD-11, oppositional defiant disorder and conduct-dissocial disorder 
are classified in the grouping of disruptive behavior and dissocial disorders, 
and ADHD is classified as a neurodevelopmental disorder.

•	 These conditions are common, typically emerge in childhood and adoles-
cence, and often co-occur with one another and with other conditions.

•	 Clinical assessment in this area is a multistep hypothesis-testing process 
involving data from multiple informants and methods to develop a formu-
lation and plan.

•	 Comprehensive evaluation for any one concern should assess for all three 
as well as other disorders and normality, considering environment, develop-
ment, gender, and culture.
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•	 There is meaningful symptom heterogeneity within and across conditions 

and over development, with subtypes and specifiers communicating this 

information clinically.

•	 This chapter and the ICD-11 can help guide effective diagnostic assessment 

and case formulation for disruptive behavior and dissocial disorders and 

ADHD.
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15
Disorders Due to Substance 
Use
Jason P. Connor and John B. Saunders

OVERARCHING LOGIC

Disorders due to substance use rank among the leading causes of death and dis-

ability worldwide (Rehm & Shield, 2019). At the same time, psychoactive sub-

stances have been used by human societies throughout history. Laws and social 

norms have developed in different societies to distinguish between appropriate 

use and substance misuse in an attempt to minimize harmful consequences to 

the individual, the family, the community, and society as a whole. These laws 

and norms attempt to counteract the appealing nature and marketability of  

psychoactive substances. Because they typically increase pleasure temporarily, 

there are individual and commercial incentives for their use, even in unhealthy 

amounts (Saunders, 2016).

Health professionals have several important roles related to psychoactive 

substance use. These include (a) ensuring that health considerations related 

to psychoactive substance use are understood and approaches are applied to 

minimize harm; (b) ensuring that persons who are using psychoactive sub-

stances in a hazardous way have effective information to help them avoid 

harmful consequences of that use; and (c) ensuring that individuals who 

have diagnosable disorders related to their substance use have access to 

appropriate, evidence-based treatments and are supported in recovering from 

their disorders and/or minimizing the substance-related harm. To minimize 

risk to the individual substance user and to other affected persons, assessment 

https://doi.org/10.1037/0000392-015
A Psychological Approach to Diagnosis: Using the ICD-11 as a Framework, G. M. Reed,  
P. L.-J. Ritchie, and A. Maercker (Editors)
Copyright © 2024 by the American Psychological Association and the International 
Union of Psychological Science. All rights reserved.
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of substance use—including its pattern, problematic features, and severity—

should be included within routine history taking in health care settings.

The classification of disorders due to substance use in the 11th revision of the 

International Classification of Diseases (ICD-11; World Health Organization [WHO], 

2023) includes categories for specific clinical syndromes that may result from 

use of 14 classes of psychoactive substances, which comprise illicit substances or 

“street drugs” as well as prescription and over-the-counter medicines. The 

ICD-11 substance classes are alcohol; cannabis; synthetic cannabinoids; opioids; 

sedative-hypnotics and anxiolytics; cocaine; stimulants, including amphet-

amines, methamphetamine, and methcathinone; synthetic cathinones; caffeine; 

hallucinogens; nicotine; volatile inhalants; MDMA and related drugs, including 

MDA; and dissociative drugs including ketamine and phencyclidine (PCP).

The ICD-11 also includes categories for “other specified substances,” which is 

important given global variations in use as well as the increasing spread of new 

psychoactive substances or “designer drugs.” These new substances are often 

drug analogues with subtle molecular variations from known drugs, which have 

been designed to mimic the effects of existing substances. The global use of two 

such types of substances—synthetic cannabinoids and synthetic cathinones—

has become sufficiently important that these have been given their own catego-

ries in the ICD-11.

Within each substance class, the ICD-11 provides categories to capture dif-

ferent harmful patterns of substance use that have an impact on health. This 

provides a valuable structure to guide health professionals in making important 

clinical assessments and decisions related to disorders due to substance use. The 

ICD-11 Clinical Descriptions and Diagnostic Requirements facilitate a more 

person-centered approach to assessment, recognizing natural variation in cul-

tural and individual influences. An understanding of the core psychobiological 

processes underpinning substance use disorders, combined with comprehensive 

and structured clinical assessment, assist in determining a reliable ICD-11 sub-

stance use disorder diagnosis and, if required, treatment planning. This chapter 

covers the main antecedents and patterns of disorders due to substance use, core 

psychological processes that lead to hazardous or repetitive use, mechanisms that 

result in substance dependence, and key psychological assessment approaches 

that can be integrated with the ICD-11 to provide comprehensive assessment and 

treatment planning for patients with disorders due to substance use.

PRESENTATIONS AND SYMPTOM PATTERNS

The core categories in the ICD-11 that correspond to the spectrum of substance 

use that may be a focus of clinical attention range from hazardous use to harmful 

pattern of substance use to substance dependence, the most severe form of 

problematic substance use (Figure 15.1). Additional categories are also provided 

for specific clinical presentations, including episode of harmful substance use, 
substance intoxication, substance withdrawal, and substance-induced mental 
disorders. In the Clinical Descriptions and Diagnostic Requirements for ICD-11 Mental, 

Behavioural and Neurodevelopmental Disorders (CDDR; WHO, 2024), these syndromes 
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are described cross-sectionally, with tables describing the specific features of their 
manifestations due to different substances.

Hazardous Substance Use

Hazardous substance use is characterized by a pattern of substance use that is 
sufficient in frequency or quantity to increase appreciably the future risk of 
harmful physical or mental health consequences to the user or to others to an 
extent that warrants attention and advice from health professionals. The risk 
may be related to short-term effects of the substance or to longer term cumula-
tive effects on physical or mental health. However, hazardous substance use 
has not reached the level of having caused specific, concrete harm to the phys-
ical or mental health of the user or that of others around the user. For this 
reason, hazardous substance use is not classified as a mental disorder but rather 
is listed in the ICD-11 chapter on “Factors influencing health status or encounters 
with health services.” Hazardous substance use may be a focus of intervention 
even in the absence of a diagnosable disorder.

The level and pattern of substance use that might be required to be consid-
ered hazardous varies across substances, based on evidence linking the quantity, 
frequency, and pattern of substance use to the development of various disorders. 
For example, it is known that a mean daily alcohol intake above 100 g per week 
for both males and females results in a significant increase in the risk of a range 
of chronic alcohol-related physical disorders (Wood et al., 2018), as well as the 
risk of various mental disorders including depressive disorders and anxiety and 
fear-related disorders. Consuming more than 40 g of alcohol on any given day is 

Harmful Pattern of
Substance Use

Substance Dependence

Nonuse

Low risk use

Hazardous Substance Use

FIGURE 15.1.  The Spectrum of Substance Use and Disorder

Note. From “Diagnostic Definitions and Classification of Substance Use Disorders,” by  
J. B. Saunders and N. C. Latt, in N. el-Guebaly, G. Carrà, M. Galanter, and A. M. Baldacchino 
(Eds.), Textbook of Addiction Treatment: International Perspectives (2nd ed., p. 99), 
2021, Springer Nature (https://doi.org/10.1007/978-3-030-36391-8_8). Copyright 2021 
by Springer Nature. Reprinted with permission.
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considered a threshold for significant increased short-term health risk (Connor 

et al., 2016). As consumption increases over this threshold, so does the risk for 
unintentional and intentional injuries and trauma to self and others, and med-
ical conditions such as acute pancreatitis. There has been a major emphasis in 
recent years on health professionals detecting hazardous substance use to assist 
individuals modify their intake to avoid health consequences. This body of 
research is most firmly established for hazardous alcohol use (Beyer et al., 2019). 
Similar intervention approaches have been applied to hazardous use of can-
nabis, psychostimulants, and opioids, although with mixed results (Humeniuk 
et al., 2012; Saitz et al., 2014).

Harmful Pattern of Substance Use

Harmful pattern of substance use is diagnosed when recurrent substance use 
has actually caused harm. In the ICD-11 it is defined as a pattern of contin-
uous, recurrent, or sporadic use of a psychoactive substance that has caused 
clinically significant damage to a person’s physical or mental health or has 
resulted in behaviour leading to harm to the health of others (WHO, 2023).

The harm must be accounted for by an identifiable pattern of substance use 
that is evident over a period of at least 12 months if substance use is episodic or 
at least 1 month if use is continuous (i.e., daily or almost daily). The harm to the 
person may occur from (a) intoxication, (b) toxic effects on body organs and 
systems or exacerbation of preexisting disorders, or (c) a harmful route of 
administration (e.g., injecting drug use). Harm to health of others includes any 
form of physical harm, including assault or a mental disorder, that is directly 
attributable to behavior on the part of the person to whom the diagnosis applies. 
Importantly, although there is a repetitive pattern of use, the diagnostic features  
of substance dependence—including impaired ability to control use, continued 
or escalated use despite harm or negative consequences, and physiological  
features such as tolerance and withdrawal—are not present. Harmful pattern of 
substance use is therefore a subdependence diagnosis that occupies the spectrum 
between hazardous or “at risk” use and “dependent” use, capturing various pat-
terns of substance use—including repeated regular consumption or periodic 
excessive consumption—that have caused identifiable physical or mental harm.

SUBSTANCE DEPENDENCE

Substance dependence is defined in the ICD-11 as a disorder of regulation of 
substance use, characterized by a strong internal drive to use a substance 
(WHO, 2023). A diagnosis of substance dependence requires the presence of 
two or more of the following:

•	 impaired control over substance use (i.e., onset, frequency, intensity, dura-
tion, termination, context);

•	 increasing priority or precedence of substance use over other aspects of life, 
including maintenance of health, and daily activities and responsibilities, con-
tinuation, or escalation of use despite harm or negative consequences; and
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•	 physiological features including (a) tolerance to the effects of the substance,  

(b) withdrawal symptoms following cessation or reduction in use, or  

(c) repeated use of the substance or pharmacologically similar substances 

to prevent or alleviate withdrawal symptoms.

These features are usually evident over a period of at least 12 months, but 

the diagnosis may be made if use is continuous (daily or almost daily) for at 

least 3 months.

Physiological features are not a requirement for a diagnosis of substance 

dependence because they do not appear to occur for certain substances (e.g., 

hallucinogens, dissociative drugs including ketamine and PCP) even though the 

other features of substance dependence are present. For most substances, 

the two classic, predominately physiological features of substance dependence 

are tolerance and withdrawal, neither of which is present in hazardous sub-

stance use or harmful pattern of substance use. Tolerance occurs when a person 

gradually becomes less responsive to a drug with repeated use. The person 

consuming the drug requires a larger dose to obtain the same effect. This 

occurs through two primary mechanisms. First, enzymes that metabolize 

the drug, usually in the liver, become more effective at eliminating the sub-

stance. Second, the brain adapts to regular use and becomes less sensitive to the 

effects of the substance. Abrupt discontinuation or significant reductions in use 

can result in substance withdrawal in persons with substance dependence. 

Withdrawal is time-limited, drug-specific, and influenced by the lifetime and 

recent dose of the substance.

An often-intense desire or subjective sensation or urge or craving to use a 

substance is often a key aspect of substance dependence, although it is not 

required for the diagnosis and is not present invariably for all dependence- 

producing substances. Repeated use of most psychoactive substances exces-

sively engages brain reward systems. To encourage the brain to return to 

homeostasis, opponent processes downregulate reward circuitry. As a conse-

quence of these neuroadaptive processes, abstinence from substances can 

result in altered physiological functions and exaggerated negative emotional 

states. These states drive a need to relieve distress, described colloquially as 

craving. Craving assessments and interventions feature prominently in psycho-

logical approaches to substance use disorders.

OTHER DIAGNOSTIC CATEGORIES RELATED TO SUBSTANCE USE

The ICD-11 provides additional diagnostic categories related to substance use for 

specific clinical situations. Harmful episode of substance use, substance intoxica-

tion, and substance withdrawal are particularly likely to be used in the acute 

management of patients in emergency or other medical settings. Substance- 

induced mental disorders are provided for situations in which presenting distur-

bances of perception, cognition, or behavior are substantially excess of those 

typical of substance intoxication or substance withdrawal and are not accounted 

for by another mental disorder.
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Episode of Harmful Substance Use

This is a new diagnosis in the ICD-11. It is defined as an episode of substance use 

that has caused clinically significant damage to a person’s physical or mental 

health or has resulted in behavior leading to harm to the health of others 

(WHO, 2023). As with harmful pattern of substance use, the harm to the 

person may occur from intoxication, toxic effects on body organs and systems, 

or a harmful route of administration. Harm to the health of others may also be 

considered in assigning a diagnosis of harmful episode of substance use.

This category is intended for use in a wide range of health service settings 

and may be particularly important in primary care and emergency settings, 

where detailed information on substance use history may not be available, in 

contrast to specialized mental health and substance abuse treatment centers. 

Episodes in which substance use has led to harm, either to the self or others, 

provide important opportunities for brief and low-intensity interventions such 

as motivational interviewing (Frost et al., 2018) that can be feasibly adminis-

tered in nonspecialist settings even in the absence of detailed information about 

the longitudinal pattern of use. If more information becomes available on the 

person’s substance use indicating that the episode is part of a continuous or 

recurrent pattern of substance use, this diagnosis may be changed to harmful 

pattern of substance use or substance dependence, as appropriate.

Substance Intoxication

Substance intoxication is a group of disorders in the ICD-11 that reflect the 

acute and typically time-limited effects of psychoactive substances, including 

certain prescribed medications. These conditions mostly refer to discreet 

episodes of substance use. The diagnosis may be made together with diagnoses 

that reflect repeated use of the substance, such as substance dependence or 

harmful pattern of substance use. The essential features of substance intoxica-

tion are as follows:

•	 transient and clinically significant disturbance in consciousness, cognition, 

perception, affect, behavior, or coordination that develop during or shortly 

after consumption of a substance;

•	 the presenting features are compatible with the known pharmacological 

effects of the substance, and their intensity is closely related to the amount 

of the substance consumed; and

•	 the symptoms of intoxication are time-limited and abate as the substance 

is cleared from the body.

Specific features of intoxication from each class of substance are set out in 

the ICD-11. Substance intoxication may further be specified as mild, moderate, 

or severe. The diagnosis of substance intoxication is often supported by detecting 

the substance or a metabolite in blood, urine, or another body fluid, but first 

and foremost, the diagnosis requires the presence of clinical features that are 

compatible with the relevant substance.
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Substance Withdrawal

Substance withdrawal is also a time-limited syndrome. It may occur when a 
person who has substance dependence or otherwise a history of prolonged 
and/or substantial substance use ceases or reduces their level of use. It is defined 
in the ICD-11 as follows:

•	 the occurrence of a clinically significant cluster of symptoms, behaviors, 
and/or physiological features that occur upon cessation or reduction in 
use in individuals with substance dependence or use of the substance for a 
prolonged period or in large amounts; and

•	 the features are consistent with those known to occur upon cessation or 
reduction of the particular substance or others in the same pharmacological 
group. The symptoms vary in degree of severity and duration depending on 
the substance and the amount and pattern of prior use.

Substance withdrawal can occur in people who take prescribed psychoactive 
medications (e.g., opioids, anxiolytics, and stimulants), even in standard thera-
peutic doses. Again, the symptoms of withdrawal differ according to the par-
ticular substance or substance group and specific descriptions of the individual 
syndromes are provided in the ICD-11. The features of a withdrawal syndrome 
are typically the opposite of those of acute intoxication with that substance. For 
example, alcohol is a central nervous system (CNS) depressant. In withdrawal, 
agitation and anxiety are key features. On the other hand, amphetamine is a 
CNS stimulant, and characteristic features of withdrawal often include depressed 
mood and lethargy. The ICD-11 provides specifiers for certain withdrawal syn-
dromes (e.g., “with seizures,” “with perceptual disturbances”).

Substance-Induced Mental Disorders

The ICD-11 provides for the diagnosis of a series of mental disorders the clinician 
considers to have been induced by the use of a psychoactive substance and typ-
ically have their onset during intoxication or withdrawal or shortly afterward. 
There are several substance-induced mental disorders which apply to a range of 
substances. These include the following:

•	 substance-induced delirium;
•	 substance-induced psychotic disorder;
•	 substance-induced mood disorder; and
•	 substance-induced anxiety disorder.

Two substance-induced mental disorders apply only to psychostimulants:

•	 substance-induced obsessive-compulsive disorder and
•	 substance-induced impulse control disorder.

The key features of substance-induced mental disorders are the following:

•	 significant psychological, cognitive, or behavioral symptoms that develop 
during or soon after intoxication with or withdrawal from a specified sub-
stance or the use of a psychoactive medication;
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•	 the specified substance, in the amount and duration of use, is capable of 

producing the symptoms;

•	 the duration or severity of the symptoms is substantially in excess of the 

disturbances characteristic of intoxication or withdrawal; and

•	 the symptoms cause significant distress or significant impairment in per-

sonal, family, social, educational, occupational, or other important areas of 

functioning.

There is also the requirement that features are not better explained by 

another medical or mental disorder.

Substance-induced mental disorders need to be distinguished from co- 

occurring independent or underlying mental disorders. The difference is that 

the features of substance-induced mental disorder usually resolve or improve 

after sustained cessation of substance use. This may take several weeks, and 

in certain cases, substance-induced mental disorders may run a course of 

some months before remitting. Certain substance withdrawal syndromes may 

also have a prolonged course, and the distinction between prolonged with-

drawal and the substance-induced mental disorder (e.g., for benzodiazepines) 

may be difficult.

Other substance-induced mental disorders include substance-induced 

amnestic disorder, substance-induced dementia, and substance-induced cata-

tonia, which are classified elsewhere in the ICD.

A PSYCHOLOGICAL APPROACH TO DISORDERS DUE TO 
SUBSTANCE USE

There is a large body of psychologically based research that describes the eti-

ology of disorders due to substance use. The development and maintenance  

of a repetitive pattern of substance use is influenced by specific psychological 

processes—in particular, the effect of associating the actions of a substance with 

desired consequences. The pattern and intensity of substance use is further 

influenced by social mores, informal constraints, and a range of local laws and 

regulations. Consequently, first-line, evidence-based interventions for disorders 

due to substance use are primarily behavioral in nature. The main exceptions 

to this are management of the acute effects of substance intoxication and sub-

stance withdrawal, and pharmacological interventions for opioid dependence 

and nicotine dependence (i.e., opioid substitution therapy and nicotine replace-

ment therapy). Depending on the specific substance, behavioral treatments 

may be combined with adjunctive pharmacotherapy for relapse prevention and 

management of craving, particularly for the more severe forms of disorder. 

Examples of adjunctive treatments include naltrexone and acamprosate for 

alleviation of craving and promotion of abstinence from alcohol.

Substance use develops in relation to the experience of its effects and the 

expectations developed as a result, often described as “outcome expectancies.” 
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For example, if a patient consumes a substance, there is often the expectation 

they will feel more happy, relaxed, or socially confident (Monk & Heim, 2013). 

These expectations are modified by the individual’s psychological state and the 

prevailing environment. The repeated pairing of environmental cues and per-

ceived social and other benefits enhances the substance’s subjective and physio-

logical effects via conditioning and social and cognitive learning (Bandura, 

1999). Higher levels of outcome expectancies are associated with a higher risk of 

alcohol-related problems (Monk & Heim, 2013). In some individuals, substance 

use becomes more stereotyped over time, less flexible, less responsive to the 

external environment, and more internally driven, and the individual’s capacity 

to maintain control of consumption diminishes. This sets the stage for substance 

dependence, in which profound neurobiological changes occur in several neuro-

circuits in the brain, many clustered within the brain’s reward systems (Koob & 

Volkow, 2016; Volkow et al., 2016).

A complex set of inherited and learned behaviors contribute to psychological 

vulnerability and risk of developing disorders due to substance use. Genetics 

plays a significant role, representing approximately 50% of the risk (Yu & 

McClellan, 2016). The two main mechanisms for genetic effects are variations 

in brain neurotransmitter activity and drug metabolism in the body. Other 

strong risk factors include a family history of disorders due to substance use 

disorders; co-occurring psychopathology; childhood mood, conduct, and dis

social disorders; low self-control; and high impulsivity (Chartier et al., 2010). 

For example, increased levels of impulsiveness are associated with earlier age of 

onset of disorders due to substance use, higher levels of consumption, and 

poorer treatment outcomes (Sher et al., 2000).

A robust clinical assessment typically triangulates self-reported data from the 

individual, the ICD-11 diagnostic requirements as evaluated by the clinician, 

addiction-specific psychometrically valid instruments, and where applicable, 

biological consumption and organ functioning markers (see description in the 

Assessment section later in this chapter). Comprehensive addiction assess-

ments should include instruments that not only map onto the ICD-11 diagnostic 

requirements but also assess important behavioral treatment targets. This is 

particularly relevant for psychologically based treatments.

Important targets of psychological assessment and treatment include urges and 

craving to use, outcome expectancies, self-efficacy, and motivation (Coates 

et al., 2018; Moos, 2007). Craving is a multidimensional construct that includes 

the intensity of the drive to use substances, the presence of associated imagery 

(e.g., smell, taste), and the intrusiveness of cognitions related to desire to use 

the substance, which often displace more functional, nonsubstance cognitions. 

It does not invariably occur in persons with substance dependence, but it is a 

major risk factor for relapse. It may include physiological discomfort, intrusive 

substance-related thoughts, and affective distress, all of which are important 

targets of cognitive and behavioral interventions. Individuals may describe 

craving in a variety of ways, such as desires, wants, and needs. Desires of mod-

erate and even mild intensities may be important to assess, both as targets 
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for psychological interventions and as indicators of change and treatment 

prognosis. Many substance treatment services report benefits in treatment 

outcomes related to craving (Pavlick et al., 2009).

Expectations of substance use develop vicariously, typically before use is ini-

tiated, via social modeling, direct observation, and exposure to peer and media 

influences. Common outcome expectancy domains include being more asser-

tive (e.g., “Using alcohol makes me more assertive”), affect modification (e.g., 

“Cannabis improves my mood”), sexual enhancement (e.g., “Amphetamines 

make me more attractive and sexually alluring”), cognitive change (e.g., “I use 

alcohol to slow down my thinking”), and tension reduction (“I use cannabis to 

relax”). A nuanced assessment of substance use expectancies can identify 

the unique cluster of positive or negative expectations of substance use that  

the individual holds. The next step is to apply well-validated psychological 

interventions to modify strong and unrealistic expectations of substance use 

and to develop effective strategies to compensate for skills deficits (e.g., social 

skills training as an alternative to alcohol use before social interactions; Coates 

et al., 2018; Moos, 2007).

Self-efficacy refers to a person’s belief that they can successfully regulate their 

behavior. Self-efficacy is regarded as a pivotal pathway to change and a founda-

tion of human agency (Bandura, 1997) and is one of the most consistent predic-

tors of treatment outcomes for disorders due to substance use. Dimensions of 

self-efficacy relevant to substance use include the ability to resist social pressure 

to use (e.g., “I find it difficult to resist smoking when my friends are smoking”), 

the ability to resist opportunities to use (e.g., “When someone offers me a drink, 

it is hard to say no”), and use of substances for emotional relief (e.g., “When I am 

stressed, it is hard not to smoke cannabis”). Information about substance use 

expectancies and patterns of self-efficacy profiles can provide a highly effective 

basis for treatment planning (Moos, 2007).

However, in addition to belief in their ability to change (self-efficacy), it is 

important to assess the individual’s level of motivation to effect this change. 

The most widely applied theoretical model of motivation in substance use 

disorder assessment and treatment is the transtheoretical model of change 

(Prochaska et al., 2002). This model conceptualizes six stages of change, which 

have major implications for treatment strategies. These stages include pre

contemplation (individual not considering change and unlikely to accept help or 

professional advice; therapeutic emphasis is on information giving and feed-

back, raising awareness, and developing rapport), contemplation (individual 

considering changing substance use; therapeutic emphasis is on exploring and 

resolving ambivalence), preparation (individual has made a decision to instigate 

change; therapeutic emphasis is on reinforcing commitment to change), action 

(the individual is actually initiating change; therapeutic emphasis is on oper-

ationalizing change tasks and goals), maintenance (the individual is adhering 

to modified substance use behavior; therapeutic emphasis is on maintaining 

self-efficacy and planning for high-risk situations), and relapse (the individual 
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returns to previous substance use behavior; therapeutic emphasis is on framing 
relapse as an opportunity to learn).

CO-OCCURRING DISORDERS

A wide range of mental disorders and medical comorbidities are commonly 
present in disorders due to substance use and are highlighted in the CDDR. 
Some of the mental disorders are in the category of substance-induced  
mental disorders. Others are termed “co-occurring” mental disorders. These 
often reflect shared neurobiological, genetic, psychological, and social factors 
implicated in the development, maintenance, and exacerbation of multiple dis-
orders. Approximately one in four individuals with mental disorders including 
schizophrenia, depressive disorders, and bipolar disorders also have a disorder 
due to substance use (National Institute on Drug Abuse, 2018). Prevalence of 
co-occurring mental disorders is typically higher among persons seeking treat-
ment for substance disorders (Moss et al., 2010).

In most cases of co-occurring disorders, each exacerbates the other, but it is 
often unclear which came first. Impact on functioning should be emphasized in 
determining the priority for treatment. However, continued substance use may 
detrimentally affect engagement in therapy and compromise the benefits of 
medication, and many clinicians and treatment services focus on achieving a 
period of abstinence first. In addition, this allows some substance-induced 
mental disorders to remit or lessen. Improvement or remission in one disorder 
typically improves severity of the corresponding disorder. For example, effec-
tive treatment of alcohol dependence typically results in improved mood for 
those with co-occurring depressive disorders. This is not surprising given that 
treatment approaches and strategies for managing substance dependence (such 
as relaxation techniques, problem-solving, cognitive restructuring, and social 
skills development) overlap with those used for many other mental health con-
ditions. Neurochemicals such as dopamine and serotonin implicated in mental 
disorders also regulate subjective feelings of substance intoxication and well-
being in response to substances.

DEVELOPMENTAL COURSE

In most countries, alcohol consumption is most commonly initiated during 
early adolescence (Connor et al., 2016). Drinking rates then increase in a 
largely linear fashion until young adulthood, which is the age during which 
heaviest alcohol consumption occurs. Alcohol consumption generally declines 
from middle to late adulthood (Jackson & Sartor, 2016). A similar trajectory 
is evident for illicit drug use, although the age of onset is usually later than 
alcohol (de Girolamo et al., 2019). Early initiation of alcohol or drug use rel-
ative to society norms is a predictor of increased chronicity of adult use and of 
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substance dependence (de Girolamo et al., 2019). Approximately half of those 
with early-onset disorders remit by their late 20s and achieve normative 
social and vocational functioning. This often occurs without formal interven-
tion as young adults enter the labor market, marry, and assume responsibility 
for children.

ASSESSMENT

A comprehensive clinical interview as described in this section is the most 
effective approach to arrive at a reliable ICD-11 diagnosis and an effective treat-
ment plan for disorders due to substance use. Central to assessment is exam-
ination of psychological and behavioral processes pivotal in development and 
maintenance of a repetitive pattern of substance use and determination if this 
pattern conforms to the ICD-11 (a) hazardous use, (b) harmful use, or (c) sub-
stance dependence. Obtaining an individual’s narrative history is essential in 
making a diagnosis (Dore et al., 2016), including a consideration of whether 
time duration requirements are met for different diagnoses.

Depending on the circumstances of the referral, the individual may be forth-
coming about their history of substance use, or it may require substantial cor-
roboration and use of ancillary information, such as data from interviews of 
family members, medical records and tests, and previous interactions with the 
legal system. For example, a person who has come to the realization that their 
use of one or more substances is causing them personal or health problems and 
has booked the appointment and has a goal of working to resolve this issue is 
more likely to be forthcoming about the various substances they use and their 
psychological, physical, and personal impact. However, even those who present 
voluntarily for treatment of disorders due to substance use may exhibit consid-
erable denial about the extent of their substance use and its impact, making 
accurate assessment difficult.

Assessment requires much sophistication if the patient has reason to under-
state the level of use or its impact or even to deny certain forms of substance use 
or its consequences. This is more likely in patients who have been referred by 
their employers (e.g., through employee assistance programs), for an assess-
ment for fitness for work, for disability assessment (after a previous accident or 
injury), from the criminal justice system, or have been coerced to seek treat-
ment by family members. If a negative outcome from the diagnosis of a disorder 
due to substance use is likely, it may be difficult to get reliable diagnostic infor-
mation. In such cases, corroborating data are more heavily weighted, including 
biological markers of substance use and organ disease (derived from blood 
samples) and data from the individual’s family, social, and vocational network.

There are three central components of assessing a person’s substance use his-
tory. These are (a) intake of psychoactive substances, (b) substance dependence, 
and (c) harms and consequences. These three dimensions are embedded in the 
WHO Alcohol Use Disorders Identification Test (AUDIT; Saunders et al., 1993), 

which offers a convenient method of assessing disorders due to alcohol use. 
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(Available at https://www.who.int/publications/i/item/audit-the-alcohol-use- 

disorders-identification-test-guidelines-for-use-in-primary-health-care.)

INTAKE OF PSYCHOACTIVE SUBSTANCES

First, for each major substance or class of substances identified as having been 

used by the patient, either recently or historically, the assessment should consist 

of the following:

1.	 An inquiry about the exact type of substance. For example, for alcohol, it 

should include inquiry about when the main drink is beer, wine, spirits, 

or some other form of alcohol. The purpose is to quantify the concentra-

tion of alcohol consumed. For benzodiazepines, the exact compound should  

be identified—for example, diazepam (Valium is a common brand name), 

lorazepam (Ativan), or alprazolam (Xanax). Similar to alcohol, there is 

a dose-dependent relationship with substance harm for other drugs, and 

the compounds and delivery systems employed are critical in determining 

exposure.

2.	 The frequency of use should be identified; typically daily, several times per 

week, several times per month, or less frequently.

3.	 The quantity of use should be established and related to a particular time 

period—that is, per occasion of use, per day, week, month, or year.

4.	The pattern or variability of use should be determined. Use may be quite  

stereotyped from day-to-day, or there may be a recognizable pattern that 

is relevant to the symptoms or impact the individual may experience. For 

example, alcohol may be consumed in a binge-like pattern each weekend 

with little or no consumption during the working week. A particular risk 

with this pattern of consumption is acute injury. Methamphetamine is often 

consumed for 3 to 5 days successively (termed the “run”), and because this 

level of use cannot often be sustained, the person ceases use, may experience 

a “crash,” and may develop stimulant withdrawal syndrome.

5.	 Mode of administration: Alcohol is almost always consumed orally. Cannabis  

(marijuana) is typically smoked. Methamphetamine is often snorted or 

smoked, or it may be injected. Heroin is usually injected but may be smoked 

or snorted, and cocaine is most commonly snorted. Substances taken orally 

typically have a slower rate of absorption, more moderate intoxication 

levels, and longer lasting effects. Inhaling and injecting results in the drug 

crossing the blood–brain barrier more effectively and quickly and typically 

results in more immediate intoxication and—depending on the substance—

higher levels of intoxication. Injecting drug use comes at elevated risk of 

bloodborne diseases such as hepatitis C and HIV. Individuals who are being 

assessed for substance use disorders and are injecting drugs should be offered 

screening for bloodborne viruses.
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6.	 Duration of the major phases of use: For each major substance used, progres-

sion though hazardous substance use to harmful pattern of substance use to 

substance dependence (if applicable) should be investigated. These different 

patterns of substance use may coincide with major life events such as the 

mid- to late teen years, during college, during the first few years of employ-

ment, or after retirement from vocational roles.

7.	 Time and date of last use: This needs to be identified particularly for poten-

tially high risk, time-critical presentations such as substance intoxication, 

substance withdrawal, and substance-induced mental disorders, including 

substance-induced delirium.

Standardized psychometric tools can be used as a prompt for patients to 

recall substance intake. They are particularly useful for patients with cogni-

tive impairment, severe co-occurring mental disorders, or those in substance 

withdrawal. The most widely used substance intake instrument is the Time-

line Follow-Back (Sobell & Sobell, 1992). It has strong psychometric proper-

ties and is freely available.

Substance Dependence

The most common publicly available instruments for substance dependence 

that have strong psychometric properties are the Addiction Severity Index 

(McLellan et al., 1980) and the Severity of Dependence Scale (Gossop et al., 

1995). Both have a recognized threshold for likely substance dependence. The 

AUDIT questionnaire (Saunders et al., 1993) has three questions (Q 4–6) on 

alcohol dependence, and an overall score of 15 or higher suggests likely alcohol 

dependence. Also available are various other substance-specific dependence 

measures. Use of these instruments assists not only with diagnosis but also in 

determining appropriate treatment pathways.

Harms and Consequences

On the basis of the interview, the clinician will have identified several areas of 

concern that are the individual’s (or relative’s) primary reason for seeking 

assistance. Inquiry should continue on problems typically associated with the 

substance in question. These can be grouped in the following domains: (a) mental 

health consequences/harms (e.g., presence of anxiety, depression, suicidal 

ideation and attempts, psychotic disorders triggered by the substance use), 

(b) social consequences (e.g., difficulties in interpersonal relationships; with 

finances; with work, such as unemployment or engaging in prostitution; legal/

forensic trouble, such as drunk driving, assault, or criminal charges), and  

(c) physical harm/consequences. This may be particularly relevant to psycholo-

gists working in general health or medical settings (e.g., acute physical illnesses 

such as gastritis, pancreatitis, and chronic physical disorders such as liver disease 

and substance-induced brain damage).
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Assessment of Addiction-Specific Psychological Treatment Targets

There are a large range of multifactorial, psychometrically robust substance- 

specific scales available to measure common psychological targets in addiction 

treatment. These instruments can also be effectively used to track a patient’s 

progress across treatment. Using alcohol as an example, a widely used craving 

instrument in research and clinical practice is the Obsessive-Compulsive 

Drinking Scale for Heavy Drinking (Anton et al., 1995). Outcome expectancies 

can also be assessed via qualitative interviewing techniques or by using one of 

several validated and standardized substance-specific expectancy instruments 

(e.g., Brown et al., 1987). Similar to outcome expectancies, self-efficacy beliefs 

can also be assessed via qualitative interviewing techniques or by standardized 

assessments (e.g., Young et  al., 1991). Psychometric tools can assist in con-

firming motivation stages. The most widely used instrument is the Readiness to 

Change Questionnaire (Heather et al., 1993).

Assessment of Suicide Risk

Consideration of suicide risk should occur in all mental health assessments, 

even if the individual does not meet the ICD-11 requirements for a depressive 

disorder. Substance use significantly increases the risk of death by suicide 

(Conner et  al., 2019). The disinhibition that can occur when a person is 

intoxicated contributes to these suicide rates. Disinhibition also contributes 

to self-harming behaviors without suicidal intent. A key strategy for reducing 

suicide rates is targeting risk factors associated with substance use and sub-

stance use disorders. In addition to risk to the individual being assessed, 

health professionals need to be alert to risk of violence or homicidal intent 

toward others.

Mental State Examination

This is a vital component of the overall assessment. Emphasis should be placed 

on identifying common co-occurring mental disorders and neurocognitive 

impairments. Key components are the person’s general appearance, their 

reaction to the interview, speech, mood, affect, speech, thought form, thought 

content, perception, presence of hallucinations, cognitive function, attention, 

concentration, orientation, memory (immediate recall, short- and long-term 

memory), intelligence, insight, and judgment. As mentioned, risk assessment 

(of suicidal ideation, and attempts, and of other forms of self-harm and homi

cidal intent) is mandatory.

Laboratory Investigations

In medical settings, the clinical interview is often complemented by under-

taking relevant laboratory tests. These include routine blood tests, urine drug 

screens (for drugs or metabolites), saliva analysis, breath analysis, and, less 
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commonly, analysis of hair. These samples can be examined for the presence 

of alcohol, nicotine, prescribed medications, and illicit drugs, and their metab-

olites. For alcohol, there are several biological markers that reflect a range of 

pathophysiological effects on blood, the liver, and other organs (e.g., liver cell 

damage may be assessed by levels of alanine and aspartate aminotransferase 

[AST, ALT] and γ-glutamyl transferase [GGT] in the blood). It should be noted 

that none of these tests diagnose substance dependence, harmful substance 

use, or hazardous substance use. They reflect the presence of the substance 

that may be affecting organ health.

GENDER-RELATED FEATURES

Males and females may be affected differently by the acute and long-term effects 

of substances. Gender differences in the biology of brain structure and endocrine 

and metabolic systems contribute to these differential health risks. For example, 

females are less effective at metabolizing alcohol than males, resulting in ethanol 

remaining in the female body for longer periods of time. Females also have 

lower total body water compared with males, resulting in higher blood alcohol 

concentrations (and therefore intoxication) from equivalent amounts of alcohol 

consumed. Gender differences based on biological variation in substances other 

than alcohol is less well studied. Cultural and social factors relating to women’s 

role in society also contribute to the differential prevalence and health impact of 

substance use.

CULTURAL AND OTHER CONTEXTUAL CONSIDERATIONS

Culture, religious beliefs, and regional policies and laws influence the use of 

substances, the development of substance use disorders, and treatment-seeking 

behavior (McHugh et al., 2018). For example, a number of religions prohibit 

alcohol consumption. This reduces prevalence of alcohol use disorders in cer-

tain geographic areas. Some countries impose legal restrictions to support the 

upholding of religious belief-based practices; in these countries, alcohol use 

disorders are rare. There is greater variation based on religious beliefs regarding 

the use of nonprescribed drugs. Different cultures have their own values, beliefs, 

customs, and traditions associated with substance use. For example, in some 

cultures, drug use occurs but is heavily regulated and only used for ceremonial 

purposes. Prevailing national and local policies relating to substance use con-

tribute to the prevalence of substance use disorders. Some countries have 

more liberal policies relating to alcohol and drugs, and some are more conser-

vative. However, there is a weak correlation between more restrictive policies 

and lower consumption and substance use disorder prevalence. Culture as well 

as gender roles also influence clinical presentation (e.g., the specific expression 

of priority given to use over other activities in substance dependence). The way 

in which diagnostics in the ICD-11 are framed provides scope for consideration 
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of cultural, prevailing normative, and religious factors that may contribute to 

the diagnosis of disorders due to substance use.

KEY POINTS

•	 The ICD-11 includes specific disorder categories related to 14 classes of psycho-

active substances, in addition to categories for “other specified substances.”

•	 A central aim of a clinical assessment of disorders due to substance use is 

to arrive at one of four descriptions of the overall pattern of substance use:  

(a) no substance use disorder, (b) hazardous substance use, (c) harmful 

pattern of use of a substance, or (d) substance dependence.

•	 Additional ICD-11 categories are provided for substance intoxication, sub-

stance withdrawal, episode of harmful substance use, and substance-induced 

mental disorders, including substance-induced delirium.

•	 Co-occurrence with other mental disorders is common and is even higher 

among those who seek mental health treatment.

•	 The development and maintenance of a repetitive pattern of substance use 

is influenced by specific psychological processes—in particular, the effect of 

associating the actions of a substance with desired consequences. Important 

targets of psychological assessment and treatment include substance craving, 

outcome expectancies, self-efficacy, and motivation.

•	 There are three central components of assessing a person’s substance use 

history. These are (a) intake of psychoactive substances, (b) dependence, 

and (c) harms and consequences.

•	 Pervading cultural practices, religious beliefs, laws, gender roles, and other 

societal norms relating to substance use should be considered in substance 

use disorder assessments.
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16
Disorders Due to Addictive 
Behaviors and Impulse 
Control Disorders
Joël Billieux, Naomi A. Fineberg, Daniel L. King, and Hans-Jürgen Rumpf

OVERARCHING LOGIC

This chapter focuses on two groupings of disorders in the 11th revision of the 

International Classification of Diseases (ICD-11; World Health Organization [WHO], 

2023): disorders due to addictive behaviors—namely, gambling disorder and 

gaming disorder—and impulse control disorders, which include pyromania, 

kleptomania, compulsive sexual behavior disorder, and intermittent explo-

sive disorder. As described in the Clinical Descriptions and Diagnostic Requirements 

for ICD-11 Mental, Behavioural and Neurodevelopmental Disorders (CDDR; WHO, 

2024), disorders due to addictive behaviors and impulse control disorders  

are disabling conditions sharing impulsivity and loss of control as core fea-

tures. A common characteristic of these disorders is that they lie at the 

extreme pole of an impulsivity continuum linking normal behavior to dysreg-

ulated, pathological behavior (Padhi et al., 2012). At the symptomatic level, 

these disorders may also share common experiences of an overwhelming 

urge (or craving) before engaging in the behavior and a feeling of relief or 

pleasure afterwards. A vicious circle involving a dynamic interaction between 

positive and negative reinforcement therefore can contribute to the mainte-

nance of these conditions (Dell’Osso et al., 2006). Positive reinforcement in the 

context of these conditions typically relates to feelings of gratification, pleasure, 

excitement, or euphoria, whereas negative reinforcement typically relates to 

the relief or reduction of aversive emotional states (e.g., dysphoria, boredom, 

https://doi.org/10.1037/0000392-016
A Psychological Approach to Diagnosis: Using the ICD-11 as a Framework, G. M. Reed,  
P. L.-J. Ritchie, and A. Maercker (Editors)
Copyright © 2024 by the American Psychological Association and the International 
Union of Psychological Science. All rights reserved.
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anxiety) by the relevant behavior. In terms of neurocognitive underpinnings, 
both disorders due to addictive behaviors and impulse control disorders are 
related to impairments in neural circuits involved in reward-processing and 
top-down executive control (Brand et al., 2019; Grant et al., 2014).

A PSYCHOLOGICAL APPROACH TO DISORDERS DUE TO ADDICTIVE 
BEHAVIORS AND IMPULSE CONTROL DISORDERS

There are two other important reasons for addressing these two groupings of 
disorders in the same chapter and for separating them from disorders due to 
substance use. First, central features of disorders due to substance use such as 
tolerance or preoccupation are not necessarily indicative of pathological or prob-
lematic behavior when they occur in relation to activities such as gaming or 
gambling (e.g., Billieux et al., 2019; Castro-Calvo et al., 2021). Given that some 
gamblers or gamers may become highly involved in these activities without nec-
essarily experiencing adverse effects such as impaired control or functional 
impairment, applying diagnostic requirements from disorders due to substance 
use to other types of behaviors risks pathologizing normal behavior and pro-
moting unnecessary or inappropriate interventions. Second, the psychological 
assessment and treatment of both disorders due to addictive behaviors and 
impulse control disorders should systematically target impulsivity traits and pro-
cesses related to self-control, factors known to play a pivotal role in the onset, 
persistence, and recurrence of these disorders (Padhi et al., 2012).

Impulsivity generally refers to a tendency to engage in swift or uncontrolled 
behavior without forethought or conscious and adaptive judgment. Heightened 
impulsivity is understood as a transdiagnostic etiological factor (Berg et al., 2015; 
Slutske et al., 2005) that has been linked to a wide range of behavioral problems 
and mental health conditions and plays a particular role in the disorders dis-
cussed in this chapter. At the same time, impulsivity is an “umbrella” construct, 
reflecting a combination of separable personality traits. Accordingly, when 
assessing a patient, a sound and clinically relevant assessment of impulsivity 
that takes into account its multidimensional nature is important as a basis for 
formulating treatment needs and selecting appropriately targeted psychological 
interventions.

A particularly useful framework for conceptualizing impulsivity is the 
urgency–premeditation–perseverance–sensation seeking (UPPS) impulsivity 
model (Whiteside & Lynam, 2001). The main advantage of the UPPS frame-
work is that it allows for consideration of the various facets of impulsivity, 
while other existing frameworks focus on only one or another aspect and 
therefore do not allow for sufficiently comprehensive impulsivity assessment 
and profiling. Numerous studies have been conducted based on the UPPS 
model over the past 2 decades, showing that its various components predict 
specific psychopathological symptoms and problematic behaviors and are related 
to distinct (neuro)cognitive mechanisms (e.g., inhibitory control, attentional 
capacities, decision making) and neuroanatomical underpinnings (Berg et al., 
2015; Rochat et al., 2018).
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In the UPPS model, urgency refers to emotion-related impulsivity, which is 

generally defined as the tendency to act rashly in intense emotional contexts. 

Individuals with high urgency tend to overreact when, for example, they are 

distressed or angry and are at increased risk for displaying maladaptive coping 

strategies and addictive or compulsive behaviors (Berg et al., 2015). Individuals 

with elevated urgency also present with reduced inhibitory control (i.e., the 

ability to refrain from automatic and habitual motor behaviors), which is a 

central feature of disorders due to addictive behaviors and impulse control 

disorders. Lack of premeditation refers to the tendency not to consider the conse-

quences of an action before engaging in it. Individuals who exhibit lack of pre-

meditation tend to favor short-term considerations, are not good at delaying 

rewards, and tend to have poorer decision-making and problem-solving abili-

ties, all of which are also features of these disorders. Lack of perseverance is 

defined as difficulty remaining focused on tasks that are boring or cognitively 

demanding. This attentional component of impulsivity has been linked with 

difficulties in resisting the intrusion of irrelevant information that interferes 

with ongoing tasks. People with low perseverance are thus at increased risk for 

experiencing memory intrusions that promote subjective states of urge or 

craving (e.g., occurrence of thoughts related to sexual or gaming-related activi-

ties). Finally, sensation seeking refers to the tendency to enjoy and pursue activi-

ties that are exciting and an openness to trying new experiences. This component 

of impulsivity has been shown to constitute a risk factor for the initiation of 

various problematic behaviors (e.g., drug use, delinquent acts, gambling, risky 

sexual behaviors). Importantly, however, sensation seeking does not necessarily 

predict pathological involvement in these activities, which is more consistently 

related to other components of the UPPS model (e.g., urgency).

In addition to impulsivity traits, a range of other (neuro)psychological factors 

have been identified as key features of disorders due to addictive behaviors 

and impulse control disorders and are therefore relevant in their assessment 

and treatment (for a review, see Rochat et al., 2019). First, motivational pro-

cesses include individual differences in reinforcement sensitivity (i.e., the 

extent to which individuals behave to pursue rewards or avoid punishment), 

attentional bias (i.e., a preferential attentional allocation toward a specific type 

of stimuli), and implicit association (i.e., automatic approach behavior toward 

specific types of stimuli). Second, emotional processes include adaptive and 

maladaptive strategies that individuals use to regulate negative emotions. 

Examples of maladaptive strategies include active suppression (i.e., trying to 

ignore the negative emotions and to suppress related thoughts) and noncon-

structive rumination (i.e., abstract, negative and repetitive patterns of rumina-

tive thinking), which can perpetuate and even increase negative affect and 

negative emotions (Watkins, 2008). Examples of adaptive strategies that may 

constitute protective factors include reappraisal of the situation that triggered 

the adverse emotions (i.e., trying to think about it in a different way) and the 

use of constructive rumination (i.e., concrete and solution-oriented patterns 

of thinking).
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Consideration of these psychological processes will improve case conceptu-

alization (e.g., by elucidating the functions of the pathological behaviors) and 

support the implementation of psychological interventions that are tailored to 

the individual through the identification of specific targets for treatment and 

individual risk and protective factors. At the same time, assessment and treat-

ment of these disorders should consider the potential unique factors involved 

in each disorder. Specific motives are linked to activities such as gaming, gam-

bling, or pornography consumption. For example, gaming disorder is frequently 

associated with motives related to in-game achievement or immersion in 

virtual worlds, whereas compulsive pornography consumption is frequently 

motivated by the desire to satisfy fantasies not fulfilled in offline sexual life. 

Specific dysfunctional cognitions may also be linked to each disorder. For 

example, the illusion of control, which refers to fallacious beliefs about one’s 

ability to exert control over uncontrollable events, may be important in 

gambling disorder but not for the other conditions discussed in this chapter.

GAMBLING DISORDER

Presentations and Symptom Patterns

As described in the CDDR, individuals with gambling disorder suffer from the 

inability to control their gambling in terms of context (inappropriate situation), 

frequency (more often than intended), intensity (e.g., quantity of money spent), 

or duration (longer than intended). Increasing priority is given to gambling 

compared with other areas of life (e.g., hobbies, friends, sports, daily activities or 

duties like going to school or work). The individual persists in gambling despite 

negative consequences that derive from gambling, such as repeated relationship 

problems, substantial financial losses, problems at work or school, or negative 

impact on health. The pattern of gambling behavior manifests over an extended 

period of time, such as 12 months, and is continuous or episodic and recurrent. 

The behavior results in significant distress or impairment in life areas related to 

personal, family, social, educational, or occupational functioning. Additional 

characteristics may include unsuccessful attempts to reduce or control gambling 

behavior, increasing amounts of money spent on gambling to achieve the 

desired excitement, trying to compensate for losses by increasing subsequent 

bets (“chasing”), the occurrence of urges or cravings to engage in gambling, 

attempts to deceive others about losses or conceal spending on gambling, gam-

bling to alleviate negative emotions, and the occurrence of detrimental physical 

and mental health consequences due to disruptions in diet, sleep, or physical 

exercise. Individuals with gambling disorder can be differentiated according to 

whether they engage in primarily online gambling versus those who tend to go 

into gambling venues such as casinos or racetracks to gamble in person, using a 

“predominantly online” or “predominantly offline” specifier.

Gambling behavior may occur in the absence of co-occurring mental 

disorders and may develop, for example, from distorted and dysfunctional 
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cognitions, such as false expectations about the probability of winning or mis-

beliefs about their own ability to influence gambling outcomes. This is the most 

common pattern in the disorder and is associated with better treatment out-

comes. Alternatively, gambling behavior may occur in the context of preexisting 

mood disorders and poor emotional regulation, or in relation to substance 

misuse, personality disorder, attention deficits, or impulsivity.

Gambling disorder—like most other addictive disorders—occurs more often 

in males than in females and typically develops during adolescence or early 

adulthood. Available data show that prevalence in adolescents is at least as high 

as in adults and sometimes even higher (Calado et al., 2017), despite the fact 

that minors are not legally permitted to gamble in most countries. A chronic 

progressive course is frequently observed. Nevertheless, studies show that a 

substantial proportion (about 80%) remit for periods of 12 months or longer 

without formal treatment. Specific environmental factors such as being unem-

ployed, being an immigrant and the related acculturation process, and being a 

child of a gambler can predict a worse course of the disorder (Donati et al., 

2020; Dowling et al., 2017). The prevalence of past-year gambling disorder in 

adults ranges from 0.1% and 5.8% in available studies (Calado & Griffiths, 

2016), though most population-based representative studies find prevalence 

estimations below 2%. Variability in prevalence estimates is partly due to meth-

odological differences but may also reflect differences among countries or juris-

dictions, such as in accessibility or other legal and cultural differences (Hodgins 

et al., 2011).

Differential Diagnosis

Gambling disorder must be differentiated from leisure or professional gambling 

that does not lead to significant distress or functional impairment and is not 

characterized by the three core features. The ICD-11 also offers a category of 

hazardous gambling, which is not considered a disorder but rather is included 

in the chapter “Factors influencing health status and encounters with health 

services.” This category can be assigned when, in the judgment of the clinician, 

the individual’s gambling behavior appreciably increases the risk of harmful 

physical or mental health consequences, but the presentation does not fulfill 

the diagnostic requirements for gambling disorder.

Gambling disorder also should not be confused with gaming disorder. The 

essential difference between gaming and gambling is that gambling centrally 

involves the betting of money on an uncertain outcome. However, the boundary 

between gambling and gaming becomes blurry at times, with, for example, 

some gaming activities involving financial elements and random rewards such 

as loot boxes (monetization of games via consumable virtual items). Therefore, 

the predominant elements characterizing and maintaining the behavior must be 

considered in making this distinction.

The diagnosis of gambling disorder should only be assigned if the relevant 

pattern of gambling behavior occurs outside of manic, mixed, or hypomanic 
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mood episodes. In addition, gambling disorder should not be diagnosed if the 

behavior pattern is induced by specific psychoactive drugs such as dopamine 

agonists including medications that may be prescribed in Parkinson disease or 

restless leg syndrome. The co-occurrence of other mental disorders with gam-

bling disorder is frequent and is not an exclusion criterion for gambling dis-

order. Common co-occurring conditions include disorders due to substance 

use, mood disorders, anxiety and fear-related disorders, attention deficit hyper-

activity disorder (ADHD), and personality disorder (Petry et al., 2005).

GAMING DISORDER

Presentations and Symptom Patterns

There is substantial clinical and public health evidence that video gaming can 

become dysfunctional and generate psychological distress and functional impair-

ment (Rumpf et al., 2018). As a result, gaming disorder was included as an 

officially recognized mental health condition for the first time in the ICD-11.  

The diagnostic requirements detailed in the CDDR for gaming disorder are 

analogous to those of gambling disorder, focusing on impaired control over 

gaming behavior; increasing priority given to gaming over other life interests 

and daily activities; and continuation of gaming despite the occurrence of nega-

tive consequences. The gaming pattern occurs over an extended period, typi-

cally 12 months, and must be associated with distress or significant impairment 

in personal, family, social, or other important areas of functioning (Billieux 

et al., 2017). Additional features may include unsuccessful efforts to control 

or reduce gaming, the experience of urges or cravings to engage in gaming, the 

use of gaming to alleviate negative emotions, as well as the occurrence of det-

rimental physical and mental health consequences due to disruptions in diet, 

sleep, or physical exercise. Gaming disorder can be qualified as “predominantly 

online” (when the gamer favors video games involving other players) or “pre-

dominantly offline” (when the gamer favors single-player, often story-driven 

games). Predominantly online gaming disorder is more common than pre-

dominantly offline (Saunders et al., 2017).

Gaming disorder should not be diagnosed merely on high involvement in 

gaming in the absence of the other characteristic features of the disorder. High 

rates and long durations of nonproblematic gaming occur more commonly 

among specific age and social groups (e.g., adolescent males) and in particular 

contexts such as during the holidays or as a part of organized gaming activities 

for entertainment. Daily gaming behavior as a part of a routine or the use 

of gaming for purposes such as developing skills and proficiency in gaming, 

changing mood, alleviating boredom, or facilitating social interaction does not 

per se indicate the presence of gaming disorder.

A recent meta-analysis estimated the prevalence of problematic gaming to be 

1% to 2% (Stevens et al., 2021). Generally, the age of onset is during puberty 

or late adolescence, although the disorder may begin in childhood, young 
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adulthood, or adulthood (Saunders et al., 2017). Studies on the course of the 

disorder over follow-up periods of about 2 years indicate that approximately 

half of diagnosable individuals have a persistent disorder. Studies on the long-

term course of gaming disorder are not available. Gaming disorder is more fre-

quent in males, yet the market for video gaming is evolving, and an increasing 

number of females are playing video games, which may influence the gender 

ratio in the future.

Differential Diagnosis

Video games have become one of the most popular leisure activities worldwide 

and recognizing the distinction between elevated but non-problematic patterns 

of gaming behavior and gaming disorder is crucial to avoid over-pathologization  

and stigmatization of recreational gamers (Billieux et al., 2019). It is also 

important as a part of clinical assessment to consider that gaming behavior may 

be a maladaptive strategy for coping with emotional distress or other types of 

symptoms. For example, in social anxiety disorder, excessive gaming can reflect 

a preference for online interactions and avoidance of real-life interactions. In 

depressive disorders, excessive gaming may be used to regulate dysphoric mood 

or negative emotions. In posttraumatic stress disorder, excessive gaming may 

serve as a way to distance oneself from an unbearable reality. It is important 

that assessment and intervention focus on the psychological function of the 

gaming behavior and not only on the behavior itself, although the diagnosis of 

gaming disorder may still be assigned if all diagnostic requirements are met, 

together with other applicable diagnoses. Gaming disorder is commonly associ-

ated with mood disorders, anxiety and fear-related disorders, disorders due to 

substance use, ADHD, obsessive-compulsive disorder, and sleep–wake disorders 

(Saunders et al., 2017).

PYROMANIA

Presentations and Symptom Patterns

Pyromania is defined as a recurrent failure to control strong impulses to set fires, 

resulting in multiple episodes of deliberate and purposeful acts of, or attempts at, 

setting fire to property or other objects. The fire setting can occur opportunisti-

cally or be carefully planned. In either case, the lack of control over urges or 

impulses is the central component. Pyromania is associated with an increase in 

feelings of tension (“hyped up,” excited) or emotional arousal before the fire 

setting, contrasted with pleasure (a “rush”), gratification, or relief when setting 

fires or when witnessing or participating in their aftermath, as well as a fascina-

tion or attraction to fire and the activities and equipment associated with fire-

fighting. The disorder is understudied from a neurobiological perspective. It is 

hypothesized that pyromania may share pathophysiology associated with cogni-

tive impulsivity and poor decision-making with other impulse control disorders. 
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Individuals with pyromania may show cognitive features of compulsivity as 

well. Fire setting may occur in response to feelings of depression, anxiety, 

boredom, loneliness, or other negative emotional states. Many individuals with 

pyromania exhibit impairments in social communication skills and a history of 

learning difficulties (Lindberg et al., 2005). Furthermore, individuals with 

pyromania, particularly women, often report histories of exposure to trauma, 

self-harm, and sexual abuse (Ducat et al., 2017).

Most research on pyromania focuses on fire setting in children and adoles-

cents; the long-term course of pyromania is poorly understood. The population 

prevalence is not well established, although it is thought to be rare (lifetime 

prevalence around 1%; see Odlaug & Grant, 2010); it is uncommon even among 

those reaching the criminal system with repeated fire setting. However, in a 

study of hospitalized patients with mental disorders, approximately 3% pre-

sented with current symptoms of pyromania and approximately 6% with 

symptoms consistent with a lifetime diagnosis, suggesting pyromania may be 

more common in clinical samples than traditionally recognized (Grant et al., 

2005). The mean age of onset is 18 ± 5 years (Grant & Kim, 2007).

The majority of convicted fire-setters are male (Ducat et al., 2017), and pyro-

mania is generally considered to be more common among males, particularly 

young adults with poor social skills or learning difficulties (American Psychiatric 

Association, 2013). However, robust epidemiological data for pyromania are 

scarce, and the disorder may not be as gender-specific as traditionally assumed: 

A study conducted in college students found no gender-based difference in the 

rate of pyromania (Odlaug & Grant, 2010).

Differential Diagnosis

Acts of fire setting in pyromania lack an apparent motive and are therefore dif-

ferentiated from intentional fire setting perpetrated for financial or sociopolitical 

gain, revenge, attention or recognition (e.g., deliberately setting a fire, and then 

being the first one to discover it and put it out), or another advantage that is 

planned beforehand. Some intentional forms of fire setting may also represent a 

manifestation of conduct-dissocial disorder or personality disorder with dissoci-

ality and/or disinhibition.

Interest in fires is common during early childhood, and children may acci-

dentally or intentionally set fires as a part of developmental experimentation 

(e.g., playing with matches). A diagnosis of pyromania is not appropriate in 

such cases or when the behavior can be accounted for by a disorder of intellec-

tual development or substance intoxication. Individuals with ADHD, parti

cularly children and youth, may also impulsively set fires, but in such cases 

reckless disregard for consequences is typically seen across multiple contexts. 

Pyromania should also be differentiated from fire setting as a manifestation of 

impulsive or disorganized behavior associated with bipolar type I disorder 

during manic or mixed episodes, as well as fire setting in response to a delusion 

or a command hallucination associated with schizophrenia or other primary 

psychotic disorders.
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Co-occurrence with other impulse control disorders and other mental dis

orders is high. For instance, in a relatively small sample of individuals with pyro-

mania (Grant & Kim, 2007), 47.6% met criteria for another disorder characterized 

by difficulties controlling impulses, with lifetime co-occurrence of 23.8% for 

kleptomania, 9.5% each for gambling disorder and intermittent explosive  

disorder, and 4.8% for trichotillomania. There were also significant rates of 

co-occurrence with disorders due to substance use (33.3%), mood disorders 

(61.9%), anxiety and fear-related disorder (19%), and personality disorder 

with borderline pattern (9.5%).

KLEPTOMANIA

Presentations and Symptom Patterns

Kleptomania is defined as a recurrent failure to resist impulses to steal items not 

needed for personal use. Parallel to other impulse control disorders, the disorder 

is characterized by an urge to perform an act of stealing that may be pleasurable 

in the moment but later causes significant distress and dysfunction (e.g., shame, 

legal issues). There is characteristically a rising sense of tension or emotional 

arousal before stealing, followed by a sense of pleasure, excitement, relief, or 

gratification during and immediately after the act. In some cases, arousal before 

stealing diminishes over the course of the disorder. Although individuals with 

kleptomania may desire or have use for the stolen items, they do not need them, 

usually have the financial resources to pay for them, and often end up with 

multiples of the same unused items. Some individuals end up hoarding the 

stolen objects or surreptitiously return them.

Episodes of stealing in kleptomania may occur in response to feelings of 

depression, anxiety, boredom, loneliness, or other negative affective states. Indi-

viduals with kleptomania frequently try to resist their impulses to steal and 

acknowledge their actions are wrong or irrational. Afterward, they may fear 

being apprehended and experience guilt or shame, but this does not prevent 

recurrence of the stealing. Some individuals with kleptomania report amnesia 

or other dissociative symptoms (feelings of being disconnected from own body 

or environment) during stealing.

The prevalence of kleptomania in the general population has been estimated 

at just 3–6 per 1,000. Females outnumber males at a ratio of 3:1. However, klep-

tomania occurs in up to a quarter of individuals arrested for shoplifting and in 

one study was found to be a commonly co-occurring disorder (approximately 

9%) in a sample of hospitalized patients with multiple mental disorders (Grant 

et al., 2005). The mean age of onset is during adolescence, although the disorder 

may begin in childhood or any subsequent stage of life. The course is usually 

chronic and may continue despite multiple shoplifting convictions. In clinical 

samples, females with kleptomania outnumber males (Lejoyeux et al., 2002), 

although males may be more likely to be subject to criminal penalties rather 

than being referred for treatment.
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Differential Diagnosis

Stealing is common and most individuals who steal do so because they need or 

want something they cannot afford or as an act of mischief, anger, or vengeance. 

To diagnose kleptomania, there should be a lack of an apparent motive for 

stealing. Kleptomania can be distinguished from conduct-dissocial disorder  

or personality disorder with dissociality and/or disinhibition based on this lack 

of motive as well as on the presence of guilt or remorse. To diagnose klepto-

mania, the stealing behavior should not be accounted for by a disorder of intel-

lectual development or substance intoxication.

Kleptomania has high rates of co-occurrence with other mental disorders 

including disorders due to substance use, obsessive compulsive or related dis

orders, disorders due to addictive behaviors, other impulse control disorders, 

mood disorders, particularly bipolar type I disorder, and personality disorders 

(Padhi et al., 2012). It is also associated with reduced quality of life and increased 

suicidality (Kim et al., 2017). These findings indicate a need to assess a wide array 

of potential symptoms in individuals presenting with kleptomania. High rates of 

arrest, conviction, and incarceration are also common (Grant et al., 2009).

COMPULSIVE SEXUAL BEHAVIOR DISORDER

Presentations and Symptom Patterns

Compulsive sexual behavior disorder is characterized by the failure to control 

intense, repetitive sexual impulses or urges to engage in sexual activities, 

leading to repetitive sexual behavior that results in marked distress or signifi-

cant impairment in important areas of functioning. The inability to control 

sexual urges or impulses is manifested in at least one of the following: (a) repet-

itive sexual behavior that has become the central part of life to the extent that 

health, personal care, and other activities, interests, or responsibilities are 

neglected; (b) frequent but unsuccessful attempts to reduce or control repeti-

tive sexual behavior in a significant manner; (c) engagement in repetitive sexual 

behavior that is continued despite negative consequences, such as marital 

conflict, financial or legal consequences, or negative impact on health; and 

(d) continued repetitive sexual behavior even when the person derives no or 

little satisfaction from it. To make a diagnosis, the behavior pattern involving 

the failure to control sexual urges and engaging in repetitive sexual behavior 

must be present over an extended period of time, such as 6 months or longer.

As with other disorders discussed in this chapter, impulsivity and positive 

reinforcement (pleasure) tend to be the most important elements early in the 

development of the behavior pattern. Later in the course of the disorder, com-

pulsive aspects and negative reinforcement (e.g., alleviation of negative mood) 

are likely to become increasingly important in sustaining the behaviors (Briken 

& Basdekis-Jozsa, 2010). In addition, presentations of compulsive sexual 

behavior disorder involving primarily interpersonal sexual behavior (e.g., casual 

sex or sex for money) are more likely to be associated with impulsivity, 
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particularly sensation seeking, while presentations involving primarily solitary 

sexual activities (e.g., masturbation and pornography viewing) are more likely 

to represent attempts to regulate negative emotions (Gola & Potenza, 2018). 

Compulsive sexual behavior disorder typically develops in late adolescence or 

early adulthood. It is more common among men than women, although recent 

studies have found that prevalence is higher among women than previously 

thought (Klein et al., 2014). Treatment of compulsive sexual behavior disorder 

focuses on improving sexual self-control as well as addressing the underlying 

emotional states and motivations (Briken, 2020; Stein et al., 2020). There is also 

evidence that certain pharmacological treatments can be helpful in reducing 

compulsive sexual behavior disorder symptoms (Lew-Starowicz et al., 2022).

Available epidemiological data indicate that subjective difficulty in controlling 

sexual impulses is common (Dickenson et al., 2018), although this is not suffi-

cient for a diagnosis of compulsive sexual behavior disorder. The ICD-11 diag-

nostic requirements for compulsive sexual behavior disorder are beginning to be 

used in epidemiological studies. A very large study in 42 countries using data 

from the International Sex Survey found that 4.8% of participants were consid-

ered to be at high risk for developing compulsive sexual behavior disorder 

(Böthe et al., 2023). Country- and gender-based differences were observed, but 

there was no effect of sexual orientation. The results of a large study in Germany 

based on a probability-based national sample found that 3.2% of men and 1.8% 

of women reported experiences consistent with the diagnostic requirements for 

compulsive sexual behaviour disorder during the previous 12 months (Briken 

et al., 2022). The researchers attempted to control for the possibility that people 

with nonpathological patterns of sexual behavior would describe themselves as 

lacking control over their sexual behavior because of their own moral judg-

ments about it, a phenomenon referred to as moral incongruence (Grubbs et al., 

2020). When participants who reported either a strict religious upbringing or 

conservative attitudes toward sexuality were excluded, the estimated 12-month 

prevalence rate was approximately half that of the uncorrected rate (1.6% of 

men and 0.9% of women). This finding illustrates that due to the greater 

restrictiveness of the ICD-11 diagnostic requirements for compulsive sexual 

behavior disorder compared with previous constructs such as “hypersexuality” 

or “excessive sexual drive,” prevalence rates will be correspondingly lower 

(Kraus et al., 2018).

Differential Diagnosis

It is of particular importance to distinguish high engagement in sexual activities 

from sexual behavior that is experienced as uncontrollable and leads to signif-

icant distress or functional impairment. The 19-item Compulsive Sexual 

Behavior Disorder Scale (Böthe et al., 2020) is freely available in multiple lan-

guages and can be helpful in making this determination. A seven-item version 

is also available. In individuals with compulsive sexual behaviour disorder, 

engagement in repetitive sexual behavior is often no longer experienced as 

pleasurable, but they find they are unable to stop engaging in it. In some cases, 
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religious or moral concerns may lead individuals to believe that their behavior 

is wrong or abnormal. It is important to differentiate these kinds of attitudes 

toward sexuality from having compulsive sexual behavior disorder. Although 

individuals may suffer from a discrepancy between their moral or religious 

views and their actual behavior, the diagnosis requires the presence of the core 

features described. Furthermore, it is important to consider the wide variation 

that exists in sexual activity and related attitudes as well as cognitions such as 

sexual fantasies. Specific sexual interests or a high sex drive or high frequency 

of sexual behavior does not indicate the presence of compulsive sexual behavior 

disorder. Frequent sexual activity and urges can also be related to develop-

mental phases such as adolescence or specific life circumstances like changes in 

partnership status.

As with other disorders discussed in this chapter, increased sexual behavior 

may sometimes be a symptom of other disorders such as personality disorder, 

dementia, or disorders due to substance use. Compulsive sexual behavior dis-

order should only be assigned if it occurs outside of manic, mixed or hypomanic 

mood episodes. Several mental disorders co-occur with compulsive sexual 

behavior disorder in clinical samples, including depressive disorders, anxiety or 

fear-related disorders, disorders due to substance use, ADHD, and posttraumatic 

stress disorder (Campbell & Stein, 2016). Among individuals with personality 

disorder, co-occurring compulsive sexual behavior disorder is related to the trait 

domains of dissociality and disinhibition as well as to borderline pattern.

INTERMITTENT EXPLOSIVE DISORDER

Presentations and Symptom Patterns

Intermittent explosive disorder is characterized by recurrent, brief, explosive 

episodes involving verbal aggression (e.g., verbally attacking another person, 

temper outbursts, yelling) or physical aggression (e.g., hitting another person, 

assault involving personal injury, destruction of property) in an individual who 

is at least 6 years old or an equivalent developmental age. The intensity of the 

outbursts or the degree of aggression is grossly out of proportion to any provo-

cation or precipitating event or situation, and the behavior is not better accounted 

for by other mental disorders or the effects of a substance or medication. The 

violent outbursts are typically brief (e.g., less than an hour). They are not 

planned or intended to achieve a desired outcome but rather are impulsive or 

reactive in nature, suggesting failure to control aggressive urges. The outbursts 

often result in physical harm to self or others, although this is not a diagnostic 

requirement. However, the pattern of aggressive outbursts must result in signif-

icant distress to the individual with the disorder or significant functional impair-

ment in social (loss of friends, marital instability), scholastic or occupational 

(suspension or expulsion, demotion, loss of employment), or other important 

domains. Frequently, the disorder also has a profound impact on financial and 

legal status (civil or criminal charges; Rynar & Coccaro, 2018).

Co
py

rig
ht

 A
m

er
ic

an
 P

sy
ch

ol
og

ic
al

 A
ss

oc
ia

tio
n.

 N
ot

 fo
r 

fu
rt

he
r 

di
st

rib
ut

io
n.



Disorders Due to Addictive Behaviors and Impulse Control Disorders  301

The aggressive outbursts are most commonly triggered by perceived threats 

in social contexts, even if no real threat exists, or by frustration due to impedi-

ments in the course of daily events. There is typically little or no prodromal 

period (no lead-up to the outburst), although in some cases, outbursts may be 

preceded by symptoms such as tremor, sweating, chest tightness, or a general 

sense of tension or arousal. During the episode, the individual may feel a sensa-

tion of relief and, in some cases, pleasure. Afterward, the individual usually, but 

not always, experiences depressed mood, fatigue, or other negative emotions 

such as remorse, shame, or guilt. The outbursts occur regularly over a period of 

at least 6 months, with no signs of aggression between episodes. Some individ-

uals with intermittent explosive disorder have a history of exposure to trauma, 

such as violence or childhood physical abuse, and some show nonspecific neu-

rological signs that do not constitute a diagnosable neurological condition.

Data from the World Mental Health Survey (Scott et al., 2020) indicate that 

the lifetime prevalence of intermittent explosive disorder in 17 countries was 

0.8%. Data from U.S. studies have shown a higher prevalence (Coccaro, 2012). 

The World Mental Health Survey study also found subtypes involving anger 

attacks that harmed people, comprising 73% of those with intermittent explo-

sive disorder; these individuals had high rates of co-occurring externalizing dis-

orders. Subtypes involving threatening people or destroying property without 

harming others were associated with higher rates of internalizing than external-

izing co-occurring disorders. Suicidal behavior was higher among those with 

co-occurring disorders and those who perpetrated more violent assaults. The 

prevalence of suicide attempts and nonlethal self-injurious behaviors among 

individuals with intermittent explosive disorder has been estimated as 12.5% 

and 7.4% respectively (McCloskey et al., 2008). In a survey of individuals on 

probation following a criminal conviction, 7.4% were found to have intermit-

tent explosive disorder, with even higher rates among those with ADHD (18%; 

Padhi et al., 2012).

Intermittent explosive disorder occurs among prepubertal children, but the 

mean age of onset is between 13 and 21 years of age. Early in the course of the 

disorder, children typically display temper tantrums associated with verbal out-

bursts and aggression against objects, although typically without serious 

destruction or assault. During adolescence, explosive outbursts often esca-

late. Intermittent explosive disorder usually follows a chronic course, although 

the prevalence tends to diminish over the life span. Although intermittent 

explosive disorder was originally believed to be more prevalent in males, com-

munity surveys suggest that the male-to-female ratio is likely closer to equal, 

with serious physical assault being more common in males.

Differential Diagnosis

Aggressive outbursts, particularly verbal outbursts, are extremely common, 

especially under stress, and do not necessarily indicate a disorder. One or two 

isolated incidents are insufficient for a diagnosis, regardless of the severity or 

consequences. Intermittent explosive disorder must also be differentiated from 
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behaviors due to the effects of a psychoactive substance or medication, including 

intoxication and withdrawal, or due to dementia or a disease of the nervous 

system. Explosive or impulsive outbursts of aggression may also occur in autism 

spectrum disorder, where they are usually associated with a specific trigger 

related to the core autism spectrum disorder symptoms (e.g., a change in rou-

tine, aversive sensory stimulation). Intermittent explosive disorder should also 

be differentiated from regularly occurring and disproportionately severe temper 

outbursts that occur in the context of oppositional defiant disorder with chronic 

irritability-anger, particularly in response to demands by authority figures. It 

should also be differentiated from the broader and often premeditated or 

instrumental pattern of antisocial behavior characteristic of conduct-dissocial 

disorder, which generally also includes behavior such as lying or theft in addi-

tion to motivated aggression. Co-occurrence with other mental disorders is 

common in intermittent explosive disorder, particularly with mood disorders, 

anxiety and fear-related disorders, disorders due to substance use, eating disor-

ders (especially those involving binge eating), and ADHD (Padhi et al., 2012).

GENERAL PRINCIPLES OF ASSESSMENT

As previously indicated, disorders due to addictive behaviors and impulse con-

trol disorders share many etiological and symptomatic similarities, which calls 

for a unified approach to psychological assessment. The assessment of impul-

sivity is central in patients presenting with these disorders. Assessment tools 

derived from the UPPS model of impulsivity assess multiple facets of impul-

sivity, allowing for fine-grained and individualized profiling. Unlike most other 

instruments assessing impulsivity, UPPS-based assessment tools also include an 

emotion-related impulsivity trait: the “urgency trait,” which has been found to 

be consistently related to both disorders due to addictive behaviors and impulse 

control disorders (Berg et al., 2015).

Long and short versions of the UPPS Impulsive Behavior Scales (the long 

version is 59 items and the short one 20 items) have been developed. Both 

have excellent psychometric properties, including a robust and theoretically 

based factor structure, high internal reliability, and high test–retest stability 

(long version: Whiteside & Lynam, 2001; short version: Billieux, Rochat, 

et al., 2012). Both versions of the UPPS Impulsive Behavior Scale have been 

adapted and validated in many languages, including English, French, Spanish, 

Italian, German, Arabic, or Chinese. The scale has also been adapted for 

assessment in children and adolescents (Geurten et al., 2021). All versions are 

freely available.

Figure 16.1 illustrates how UPPS-based individualized impulsivity profiles 

can be used to inform case conceptualization and treatment planning (e.g., see 

Billieux, Lagrange, et al., 2012, for a study showing the heterogeneity of impul-

sivity profiles assessed by the UPPS scale in a sample of gambling disorder 

patients). Patient 1 displays a “multi-impulsive” impulsivity profile, which is 
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typical of severe disorders due to addictive behaviors or impulse control disor-

ders. In contrast, Patient 2 presents with an impulsivity profile that is especially 

characterized by an elevated urgency—that is, a tendency to act impulsively in 

emotional contexts. Such a profile would call for further exploration of emo-

tion regulation skills and consideration of whether the target pathological 

behavior (e.g., gaming, gambling, sexual behavior) is the consequence of mal-

adaptive coping rather than a primary disorder per se. Finally, Patient 3 pres-

ents only with elevated sensation seeking, suggesting that the behavior in 

question does not necessarily reflect problematic impulsivity. Indeed, individ-

uals with high sensation seeking but low scores in other impulsivity compo-

nents are more likely to take controlled risks, such as in the case of a skilled 

poker player who likes the excitement of the game but does not lose control 

over the game or “chase” losses with additional uncontrolled bets.

Clinicians assessing disorders due to addictive behaviors and impulse con-

trol disorders should also be able to evaluate functional impairment rigor-

ously. This is especially crucial in relation to behavior patterns that involve 

common activities, such as gaming, gambling, or sexual behaviors, which are 

at risk for over-pathologization (Billieux et al., 2015). Currently, this pri-

marily relies on a clinical assessment because no specific assessment tool for 

functional impairment in disorders due to addictive behaviors and impulse 

control disorders exists. Available scales mainly focus on items related to 

physical functioning, which is rather rarely affected in disorders due to 

URGENCY LACK
PREMEDITATION 

LACK
PERSEVERANCE

SENSATION
SEEKING

SC
O

R
ES

UPPS IMPULSIVITY FACETS

Patient 1 Patient 2 Patient 3

FIGURE 16.1.  UPPS-Based Impulsivity Profiles

Note. UPPS = urgency–premeditation–perseverance–sensation seeking impulsivity model.
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addictive behaviors and impulse control disorders. The Sheehan Disability Scale 

is a better fit in terms of content; however, it is not free of charge. The Interna-

tional Consortium for Health Outcome Measures (ICHOM) recently developed 

a set of scales for disorders due to substance use and disorders due to addictive 

behaviours (https://www.ichom.org/portfolio/addiction/). 

Because of symptomatic overlap and co-occurrence of disorders due to 

addictive behaviors and impulse control disorders with a variety of other mental 

disorders, their assessment needs to be grounded in a broad assessment of psy-

chopathology, particularly mood disorders, anxiety and fear-related disorders, 

disorders due to substance use, and personality disorder. Behaviors such  

as excessive gambling, gaming, sexual behavior, fire setting, stealing, or temper 

outbursts can sometimes be presenting features of other disorders (e.g., they 

occur in response to negative emotional states related to the other disorder). It 

is important to evaluate carefully the factors that precipitate and maintain the 

behaviors to arrive at the most accurate diagnosis and most helpful case formu-

lation. Treatment of the other disorder may stand in the foreground initially 

even if a co-occurring diagnosis of a disorder due to addictive behavior or 

impulse control disorder is also assigned.

Finally, the comprehensive psychological assessment of disorders due to 

addictive behaviors and impulse control disorders often requires consider-

ation of disorder-specific symptoms or psychological factors. This type of 

assessment is particularly useful to determine the severity of a disorder (when 

normative data are available) or to measure the effect of a therapeutic inter-

vention objectively. Multiple instruments assessing symptom severity for 

gambling disorder, gaming disorder, and compulsive sexual behavior dis-

order have been developed; most are freely available. Specific items have also 

been developed to assess symptom severity in pyromania and kleptomania 

(e.g., Chamberlain & Grant, 2018).

KEY VALIDITY ISSUES

Given the commonalities discussed in this chapter, the boundary between 

disorders due to addictive behaviors and impulse control disorders is in some 

ways arbitrary (Grant et al., 2014; Kraus et al., 2016). With regard to disor-

ders due to addictive behaviors, legitimate concerns have been raised about 

opening the door to the creation of controversial new conditions of ques-

tionable validity, such as love addiction, shopping addiction, exercise addic-

tion, or work addiction (Billieux et al., 2015). However, evidence that these 

behavior patterns constitute addictions is generally of low quality and fails to 

consider the critical distinction between high involvement (not associated 

with loss of control and functional impairment) and pathological involve-

ment. Moreover, apart from anecdotal single case descriptions, such poten-

tially new disorders have not been demonstrated to be associated with demands 

for clinical services.
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KEY POINTS

•	 Disorders due to addictive behaviors and impulse control disorders share 
commonalities—namely, impulsivity and loss of control as core features. 
The behavior patterns that characterize these disorders are perpetuated 
through a dynamic interaction between positive and negative cycles of 
reinforcement.

•	 Functional impairment is a central feature in the diagnosis of disorders due to 
addictive behaviors and impulse control disorders. Elevated involvement in 
activities such as gaming, gambling, or sexual behavior that is not associated 
with functional impairment should not be viewed as inherently pathological.

•	 In the clinical context, a detailed assessment of impulsivity and related psy-
chological dimensions is central to informing appropriately tailored empiri-
cally based interventions.

•	 Disorders due to addictive behaviors and impulse control disorders have high 
rates of co-occurrence with other mental disorders, including mood disor-
ders, anxiety and fear-related disorders, disorders due to substance use, and 
personality disorder.

•	 At times, behaviors such as excessive gambling, gaming, sexual behavior, fire 
setting, stealing, or temper outbursts can be presenting features of other dis-
orders (e.g., the behaviors are undertaken in response to negative emotional 
states). Careful evaluation of the factors that precipitate and maintain the 
behaviors is important to arrive at the most accurate diagnosis and helpful 
case formulation.
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17
Personality Disorder
Michaela A. Swales, Lee Anna Clark, and Alireza Farnam

OVERARCHING LOGIC

Personality disorder is fundamentally different from other forms of mental 

disorder and distress. We all have a personality. Our personality is integral if 

not synonymous with who we are and who we perceive ourselves to be. Thus, 

to consider personality as disordered touches closely on our sense of who we 

are as well as on issues of social norms of acceptable and typical behavior. 

Diagnosing people with personality disorder has been used as a mechanism of 

social control and can be a source of state power over individuals. Clinicians 

are advised to proceed with caution.

Until the advent of the 11th revision of the International Classification of 

Diseases (ICD-11; World Health Organization [WHO], 2023), the classification 

of personality disorder was based largely on outdated, unscientific descrip-

tions of prototypical presentations. These previous systems were lists of  

criteria for up to 10 “prototype” disorders, which required clinicians to be 

familiar with more than 70 diagnostic criteria. In practice, clinicians rarely 

diagnosed personality disorder at all, and when they did, they mostly used 

only three categories: borderline personality disorder, antisocial personality 

disorder, and personality disorder not otherwise specified, with the last reflecting 

that, in many cases, the clinical presentation failed to match any of the designated 

Thanks to Jared Keeley for allowing us to adapt the case vignettes he developed for 
the World Health Organization field testing for use in this chapter.

https://doi.org/10.1037/0000392-017
A Psychological Approach to Diagnosis: Using the ICD-11 as a Framework, G. M. Reed,  
P. L.-J. Ritchie, and A. Maercker (Editors)
Copyright © 2024 by the American Psychological Association and the International 
Union of Psychological Science. All rights reserved.

Co
py

rig
ht

 A
m

er
ic

an
 P

sy
ch

ol
og

ic
al

 A
ss

oc
ia

tio
n.

 N
ot

 fo
r 

fu
rt

he
r 

di
st

rib
ut

io
n.



312  Swales, Clark, and Farnam

categories. (In the ICD-10, these categories were called emotionally unstable 

personality disorder, borderline type; dissocial personality disorder; and per-

sonality disorder, unspecified, respectively.) Because the categories were not 

based on systematic research, there was no evidence that they were actually dis-

crete entities, so people commonly presented with elements of more than one, 

leading to high levels of “comorbidity,” which indicated a problem with the 

classification.

These problems and the lack of clinical utility of previous classifications 

were the drivers for a recent seismic shift in personality disorder classification: 

ICD-11 moved decisively away from a categorical classification to base person-

ality disorder diagnosis on current research that links problematic personality 

presentations to extremes of normal functioning using a trait-descriptor model. 

The classification emphasizes clinical utility by asking clinicians to assess the 

severity of the presentation—which is the best-known predictor of outcome— 

as part of the diagnosis itself. Uniquely, the ICD-11 classification is more closely 

akin to the psychological structure of normal personality variation; therefore, it 

is believed that its assessment and use as part of a psychological formulation of 

clients’ presenting difficulties will prove relatively straightforward for practicing 

clinicians.

Clinicians considering an ICD-11 personality disorder diagnosis must first 

decide whether a person’s interpersonal and self-functioning are sufficiently 

and pervasively enough impaired to warrant a diagnosis at all. If the person’s 

problems are above threshold, the next step is to establish their severity—

mild, moderate, or severe—which reliably predicts such clinical outcomes 

as residual symptoms, long-term functioning, and health service use and cost 

(Tyrer et al., 2019). Thus, incorporating severity into the diagnostic process 

itself promotes awareness of likely clinical outcomes from the outset. Following 

the decision on severity level, clinicians may then apply up to five trait domain 

specifiers: “negative affectivity,” “detachment,” “dissociality,” “disinhibition,” and 

“anankastia.” Dissocial personality traits are sometimes referred to as antisocial, 

and anankastic traits are sometimes referred to as obsessive-compulsive per-

sonality traits, but the terms “dissociality” and “anankastia” are used in the 

ICD-11 to avoid conflation with these overlapping concepts. The trait domains are 

described in detail later this chapter. In addition, to facilitate access to existing 

treatments, the ICD-11 includes a borderline pattern specifier.

A PSYCHOLOGICAL APPROACH TO PERSONALITY DISORDER

The origins of personality are found in the crucible of genetics and early envi-

ronmental experiences. From as young as 3 years, children show personality 

traits that are approximately 50% heritable, which gradually stabilize across 

the life span until at least age 60 (Roberts & DelVecchio, 2000). Life experi-

ences across development transact with genetics and temperament to shape 

personality, in that each of these components reciprocally influence one 
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another. For example, early adverse life experiences such as trauma can shape 

a child’s developing neurobiology, making a child more sensitive and reactive, 

which in turn may elicit more rejection or harsh responses from caregivers. In 

essence, personality is a set of repertoires of interpersonal and intrapersonal 

behaviors that the individual predictably demonstrates, in the case of overt 

behaviors, or verbally reports, in the case of covert behaviors (thoughts and 

emotions) across contexts and across time. Over the past 20 years, personality 

research has explored these behavioral repertoires and reliably observed an 

organized structure of five major ways in which people differ, known as the 

“Big 5”: neuroticism (or negative affectivity vs. emotional stability), extra

version, agreeableness, conscientiousness, and openness (Markon et al., 2005). 

As traits emerge early in development, they transact with the person’s envi-

ronment in ways that lead to behavioral repertoires that reflect these traits 

and are more or less functional for the individual. Environments high in 

adversity and low on parental care, nurturance, and support are most likely 

to promote ways of coping that, although they may aid survival in such 

adverse environments, become less functional in wider society or other rela-

tionship contexts.

ICD-11, in using personality trait assessment as its basis, places the under-

standing of personality disorder in this framework. Practitioners making a 

personality disorder diagnosis using ICD-11 should consider patients’ develop-

mental histories and how their personality profile has been formed across 

their life span in response to life experiences. For everyone, the development 

of personality, whether disordered or not, can be understood from a develop-

mental perspective as an individual’s attempt to respond as effectively as pos-

sible in the environments that they inhabit given their genetic inheritance. 

Maintaining this perspective will enable clinicians to adopt a compassionate 

and nonjudgmental stance toward individuals presenting with these complex 

and challenging difficulties.

PRESENTATIONS AND SYMPTOM PATTERNS

A personality disorder diagnosis first and foremost requires disturbance in 

sense of self and/or interpersonal function that is significantly different in 

quality or frequency from normal personality function. Sense-of-self dysfunc-

tion may manifest as persistent difficulties in maintaining a sense of identity, a 

pervasive sense of impoverished or highly overvalued self-worth, inaccuracies 

in self-perception, challenges in self-direction and decision-making, or a com-

bination of these. The features of interpersonal dysfunction commonly manifest 

as inability to make and sustain mutually satisfying relationships, difficulties 

managing interpersonal conflict, or problems recognizing or understanding 

others’ perspectives. Patterns of cognition, emotional experience and expres-

sion, and behavior are often dysregulated or overly rigid and are often mis-

matched with what is required in given circumstances. That is, individuals with 

personality disorder struggle to adapt their behavior to changing environmental 
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circumstances. For a diagnosis of personality disorder, these patterns must be 

present across a range of personal and social situations and contexts and are 

not be developmentally appropriate or explainable by social or cultural fac-

tors, the effects of medication or substance abuse, or any other mental health 

condition or physical illness. Its features have typically been evident since 

adolescence or earlier, and problems must have existed for at least the past 

2 years.

Clinicians may encounter people in which the extent of disturbance and its 

impact on functioning is insufficient to warrant a personality disorder diagno-

sis but whose personality nevertheless presents difficulties for them in circum-

scribed areas of functioning (e.g., in effectively accessing health care). In these 

circumstances, clinicians may diagnose “personality difficulty”, which is not 

considered a mental disorder but is found in the chapter “Factors influencing 

health status or contacts with health services” in ICD-11. Personality difficulty 

may also be considered in circumstances in which adolescents are demonstrating 

features of personality disorder that are not yet sufficiently persistent over time 

to warrant the diagnosis.

SEVERITY OF PERSONALITY DISORDER

Once the clinician has determined that personality disorder is present, the 

next step is to ascertain the severity of the disturbance: mild, moderate, or 

severe. The Clinical Descriptions and Diagnostic Requirements for ICD-11 Mental, 

Behavioural and Neurodevelopmental Disorders (CDDR; WHO, 2024) provide 

detailed descriptions of each level, alongside examples of common types of 

disturbances. The general principles underlining the distinctions between 

levels are the number of areas of the individual’s life that are affected (e.g., 

occupational functioning, family life, social relationships, the extent of the dis-

ruption to the individual’s life, distress caused to self and other, and, finally, 

the level of risk of harm to self and/or others). For example, mild personality 

disorder is not typically associated with threat of harm to self or others, 

whereas severe personality disorder often is. Mild personality disorder will 

likely affect only circumscribed areas of life, or, if the disturbance is across 

many areas, the intensity of the disturbance will be less. Severe personality 

disorder, in contrast, affects almost all of a person’s functioning in many areas 

and will be clearly evident to those around them.

CLINICAL CASES

This section provides case examples of personality disorder at different levels 

of severity. These case examples are based on the authors’ real experiences, 

but they are composites that do not represent specific individuals. The identi-

ties of any individual patients involved in these examples have been properly 

disguised to protect their confidentiality.
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Case Example: Mild Personality Disorder With Anankastia and 
Negative Affectivity

Angela is a businesswoman in her mid-40s. Her employer referred her to 

the current appointment due to decreasing productivity at her job. Angela 

attended the appointment with her eldest son.

Angela acknowledged that her productivity at work was declining. She 

was recently put in charge of a major project and her desire to ensure every-

thing is perfect has paralyzed her. Her coworkers say she is impossible to work 

with because of her exacting standards. In the past, she has always worked on 

projects for this company by herself, and her attention to detail has served her 

relatively well. Her coworkers have tolerated her eccentricities, but now sev-

eral of them have threatened to leave because she belittles them for their 

mistakes.

Angela married when she was 19 years old, and she and her husband had 

three children within 3 years of the marriage. She describes the marriage as 

very strained because she felt she always had to take care of him as if he were 

her own child. They separated when she was 26 and have lived apart ever 

since. In a separate interview, Angela’s son describes her as a “hard woman.” 

He recounts several stories of the intense pressure she placed on him to per-

form well in school. When he was participating in sports, she made him prac-

tice for long hours. He has come to realize that not everyone has the same 

high standards and that her harshness negatively affected him growing up.

Angela attends religious services multiple times per week, along with a 

women’s group. In the group, she describes several friends but also has tense 

relationships with some members. She often “butts heads” with the leader of 

the group when they disagree about something.

Case Example: Moderate Personality Disorder With Negative 
Affectivity and Disinhibition (Borderline Pattern Specifier)

Susan, a 24-year-old medical student, referred herself for services after the 

completed suicide of a classmate. She describes a history of self-harm and 

suicidal thoughts; these urges and actions have increased in frequency in 

association with her grief over the death of her friend. She says the pain from 

cutting helps distract her from the overwhelming emotional pain she is expe-

riencing over this loss. Susan believes she feels things more intensely than 

other people. Her mood tends to shift dramatically in response to minor 

things. For example, when negotiating the schedule of clinical rotations with 

her classmates, she yelled and screamed when she did not get the times she 

wanted. A few minutes later, she was extremely apologetic and tearful at the 

realization that she may have threatened her friendship with them. She says 

outbursts like these are common, and as a result, her peers tend either to 

avoid her or to treat her very carefully. Similarly, she has had problems taking 

feedback from her supervisors, alternating between crying when they give 
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her any sort of criticism and becoming very angry that they do not recognize 

her skills and abilities. She is aware that these problems are approaching a crisis 

point that may preclude her continuing her training. Susan also describes diffi-

culties maintaining romantic relationships. When she finds herself attracted to 

a potential partner, she falls in love with him very quickly, idealizing everything 

about him. The intensity of her attraction tends to scare away boyfriends.

Susan’s parents were an international, interracial couple who met when 

her father was deployed in his country’s military. She was very close to her 

father until his death when she was 16. He suffered from a debilitating chronic 

illness, and she was his primary caretaker for the last 4 years of his life. She 

felt that he was always very supportive of her. She describes her mother as 

hypercritical of everything she does, and Susan feels that in her mother’s eyes 

she could never do anything right. She and her mother would often get into 

loud verbal arguments. Following the death of her father, she began staying 

away from home for days at a time, indiscriminately engaging multiple sexual 

partners and drinking heavily. Despite her behavior, she continued to per-

form well in school, earning perfect grades.

Case Example: Severe Personality Disorder With Dissociality and 
Detachment

Peter is a 34-year-old male referred for evaluation pending trial. He has been 

charged with embezzling money from at least four different victims. Despite 

the seriousness of his charge, Peter appears to be in a good mood and states 

that he is confident the charges will be dropped if he can just clear up the 

misunderstanding. Over the past 12  years, he has developed relationships 

with four single women. He brags about how he convinced the women to fall 

in love with him, even though he professed feeling nothing for any of them. 

Once the relationship had progressed, he would inform them that he had 

identified a unique investment opportunity. From each he received sizable 

sums of money, but he never invested any of it, instead using the money to 

purchase expensive cars for himself or gifts for the other women. When they 

would confront him about the return on their investment, he would claim he 

needed more time or more money to make it work. Peter claims that there 

should not be any problem with his actions because the money he received was 

all “gifts” and denies that he made any promises about returning the money. He 

discounts the idea that he has harmed these women in any way, stating that 

they should be happy he is in their life. At least two of the women claim that 

he has hit them if they disagreed with him or tried to end the relationship.

Peter currently has no permanent residence, instead alternating staying 

with each of the women for no more than a few nights at a time. He has never 

held any form of employment, instead relying on these women to support 

him financially. Peter has no other substantial relationships in his life, having 

alienated all family members by constantly asking for money.

Peter had a troubled childhood, frequently fighting with other children, 

claiming that they disrespected him in some way. He resisted all attempts at 
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discipline from his parents, and his teachers complained that he would make 

excuses for not completing assignments. His classmates perceived him as a 

bully and did their best to avoid him. Peter attended a college for 2 years 

before being expelled for cheating on a test.

Discussion of Case Examples

In these three case studies, the progression of severity is evident in terms of 

the number of areas of life affected, the presence or absence of harm to self 

and others, and the level of function of the client in terms of social and occu-

pational roles fulfilled. Angela (in the first case, mild personality disorder) has 

maintained her occupation relatively successfully until recently and illus-

trates how some personality traits—in this case, perfectionism and attention 

to detail—that may be at the extreme can, in some contexts, contribute to 

functionality. Angela’s detail-focused approach, when she worked alone, 

resulted in projects completed to a high standard that were valued by her 

employer. When occupational expectations changed, requiring her to work 

more with others, her approach led to conflict and seems to have precipitated 

the referral to services. Her characteristic interpersonal habits, comprising 

excessively high expectations of herself and others, also significantly affect 

her family life and manifest in her other social relationships. Despite these 

difficulties, however, Angela does retain her family relationships to a degree 

and also maintains some social contacts.

In the second case, moderate personality disorder, Susan’s disturbance in 

her interpersonal roles is more extensive, and this is likely linked to her more 

dysregulated emotional style. Her emotional outbursts affect friendships, work 

supervisors, and potential romantic partners. She is on the brink of losing her 

place in medical school as a result of her personality difficulties. She also cuts 

herself as a means of regulating intensely felt emotions. The self-harm and the 

more extensive interpersonal aspect of her difficulties leads to a moderate per-

sonality disorder diagnosis. In Susan’s case, we know a little of her childhood 

background in which we can see how these patterns of behavior and emo-

tional expression may have been learned and indeed may have functioned as 

a way of fitting in and coping in her family. Notwithstanding the understand-

ability of their origin, they remain problematic patterns in the present.

In this third case, Peter demonstrates severe personality disorder primarily 

because of the extent of harm to others. His deliberate exploitation of four 

women, alongside a callous disregard for their feelings, contribute to the 

severe personality disorder diagnosis. His skills in persuading the women he 

exploits to provide for him indicate a degree of functional capacity, but he 

lacks typical social and occupational roles. He also demonstrates an absence of 

insight, awareness, and concern for his situation combined with an unrealistic 

self-view, which is common in severe personality disorder.

Once the clinician has established the presence or absence of personality 

disorder and determined its severity, there is the option to proceed no further. 

In some jurisdictions with limited resources and or less training in assessing 
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personality function, this will be common and, given the strong predictive 

power of severity, will suffice as a tool in treatment. In other circumstances, 

clinicians may find it helpful to proceed to identify trait specifiers that describe 

the form the disorder takes in the individual.

TRAIT DOMAIN SPECIFIERS

The Big 5 trait structure of normal personality is essentially replicated in indi-

viduals with personality dysfunction; the ICD-11 trait domain specifiers are 

continuous with normal personality traits. Identifying them in an individual 

with personality disorder requires that they are at an extreme end of the dis-

tribution of typical functioning. Although traits are continuous in nature, for 

the purpose of diagnosis, trait domain specifiers are applied dichotomously, as 

either prominent or not, and clinicians may list as many of the trait domain 

specifiers as are applicable to the presentation (WHO, 2024). Treatments for 

personality disorder inevitably focus on the behavioral manifestations of 

these traits. It is hoped that future treatment research will examine interven-

tions for more specific trait domain patterns.

Negative Affectivity

Negative affectivity is characterized by the experience of a broad range of neg-

ative emotions at high intensity and frequency often out of keeping with the 

circumstances of the situation. Although it may not be immediately apparent to 

the casual observer, skillful clinicians who understand more about the person’s  

background will recognize that the emotional responses make sense within 

the individual’s context and learning history, as is the case with Susan in the 

second case example. Individuals with high levels of negative affectivity often 

have poor emotion regulation skills. The ways in which they cope with their 

excessive emotionality will be evident in their other traits. For example, some 

individuals who are also high on disinhibition may act impulsively or reck-

lessly in the face of strong emotion, as we saw in Susan’s case in her responses 

to feedback from others. Under stress, those high on anankastia may rigidly 

insist on extreme or unattainable standards and perseverate even more than 

usual or intensify their perfectionistic behaviors. Angela, faced with the increas-

ing pressure of the new assignment at work, found herself in this trap. Those 

high on detachment may withdraw even further from social contact.

Detachment

The detachment trait specifier comprises both social and emotional detach-

ment, although individuals vary in the extent to which they express these two 

components. Social detachment essentially refers to the avoidance of social 

contacts and lack of friendships and intimacy, whereas emotional detachment 
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describes a reserved and aloof interpersonal style often characterized by a lack 

of emotional expressiveness and, in severe cases, a lack of emotional experi-

ence. Individuals may describe feeling dead inside or that they cannot even 

discern basic bodily sensations (e.g., hunger, thirst, or the need to urinate).

Dissociality

Individuals high on dissociality disregard the feelings and rights of others. 

This trait domain includes a lack of empathy and extreme focus on the needs 

of the self at the expense of others, either overtly and directly, or as a conse-

quence of a seeming lack of awareness of the needs of others, as we saw in 

the case of Peter. Individuals may demonstrate dramatically—and in extreme 

cases, cruelly—their intense displeasure when their needs are not met or 

when their skills and attributes are not recognized to the extent that they 

believe they deserve. Lack of empathy may drive the exploitation and phys-

ical or emotional harm to others, and individuals high on this trait may ruth-

lessly focus on their own desires and goals at the expense of others.

Disinhibition

The disinhibition domain encompasses a range of impulsive and often reck-

less or irresponsible responses to internal or external stimuli. Emotional and 

interpersonal cues are the most common prompting events, although internal 

bodily sensations or thoughts may also prompt problematic acts. Disinhibition 

may be evident in distractibility, with accompanying sensations of boredom and 

disinterest and a search for more immediately rewarding stimuli or contexts, 

alongside an absence of planning and a tendency to focus on short-term over 

longer term goals and opportunities. This trait will often have a significant 

impact on employment and educational ability and functioning.

Anankastia

Emotional and behavioral constraint and perfectionism constitute the core 

features of anankastia. Individuals strong in this trait domain have extreme 

capacity to deny their own needs in the pursuit of accuracy, detail, and rule- 

following. They are frequently hyper-organized, neat, and orderly in their 

approach to life. They are capable of high levels of behavioral control and 

rarely express emotions, as such displays constitute a lack of control. They may 

be extremely judgmental of emotional expressiveness in others. These charac-

teristics make interpersonal relationships extremely challenging because they 

hold others to the same high levels of skill and constraint as themselves, and 

they can be extremely critical of people who do not live up to their exacting 

standards. The absence of emotional expression and high levels of constraint 

can misleadingly give the impression that individuals high on anankastia are 

unemotional, but often such individuals are high on negative affectivity and 

devote a lot of energy to controlling their high levels of emotional arousal.
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Borderline Pattern

Borderline pattern is not a trait domain but rather a constellation of different 

personality characteristics. This specifier was included to ensure that patients 

in jurisdictions that require this diagnosis to get treatment would not be dis-

advantaged by the new classification. As the specifier aims to retain conti-

nuity, it remains essentially the same as the borderline personality disorder 

diagnosis in previous classifications. As personality disorder becomes more 

severe, more trait domains are affected. Thus, individuals who receive a border

line pattern specifier typically will have either moderate or severe personality 

disorder with negative affectivity and often disinhibition or dissociality. ICD-11 

encourages clinicians who use the borderline pattern specifier nevertheless to 

follow the ICD-11 process of first diagnosing a personality disorder, then estab-

lishing severity, and finally applying relevant trait domains, which will facili-

tate the transition to the new classification.

ASSESSMENT

Given the risks and potential harms in making a personality disorder diag-

nosis, careful assessment is required. Assessment typically comprises clinical 

interviews, observations, and psychometric assessment. High-quality assess-

ment typically takes place over more than one meeting. Several areas require 

assessment during the clinical interview. The clinician will first ask for indi-

viduals’ reports of their functioning and its history. Concurrent information 

from an informant known to the person, with the client’s consent, can provide 

useful additional and/or corroborative information. A developmental history 

with attention to the experience of early adversity, which may include trauma, 

will also provide useful background context. Observation of the person during 

the interview may yield additional information. Throughout, the clinician should 

seek to establish the breadth of areas in which the person is experiencing dif-

ficulty. For example, they should assess functioning in social, family, educa-

tional, and occupational roles and not limit their enquiries to single functioning 

domains. Sufficient duration of difficulties (more than 2 years) must be deter-

mined and also whether alternative explanations for difficulties exist (e.g., other 

diagnoses, such as complex posttraumatic stress disorder, or other contextual 

factors, such as living in an abusive environment).

Broadly speaking, presentation—and therefore assessment—is affected by 

whether the person experiences significant difficulties in the control of emo-

tion, thought, and behavior. Individuals with high negative affectivity and 

disinhibition are more likely to report these difficulties directly and are more 

likely to present at a younger age. Often self-harm is part of the presentation. 

In these circumstances, clinicians are more likely to consider personality dis-

order as a possible diagnosis. Individuals who are high on anankastia and 

detachment are far less likely to report these as their difficulties and tend to 

present later and with another primary presenting problem, such as recurring 
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or nonremitting anxiety or depression or noncompliance with recommended 

health care regimens.

Several measures for both severity and the trait domains are available to 

augment clinical interviews and observations to support clinicians in the pro-

cess of diagnosis. The ICD-11 Personality Disorder Severity Scale (PDS-ICD-11) 

is a 14-item self-report specifically designed to assess the severity of personality 

disorder as described in the ICD-11 CDDR (Bach et al., 2021), with emerging 

evidence of its validity and utility (Brown & Sellbom, 2023). The Personality 

Inventory for ICD-11 (Oltmanns & Widiger, 2018), a 60-item self-report mea-

sure designed to assess the five ICD-11 trait domains of personality disorder, also 

has accumulating validity evidence (Oltmanns & Widiger, 2021) and is being 

tested in multiple languages. More comprehensive measures are also being 

developed (Clark et al., 2021).

Given the potential stigmatizing effect of a personality disorder diagnosis, 

clinicians should ensure that there are no other diagnoses that reflect the pre-

senting problem more accurately. For example, complex posttraumatic stress 

disorder may have many of the features of personality disorder, as extensive 

trauma will almost always affect the developing personality. In a brief inter-

view, clinicians may be reluctant to ask about early trauma, and people pre-

senting for assessment may be reluctant to disclose information about these 

experiences at a first meeting. Before asking whether clients have experienced 

traumatic events, reassuring them that they will not be pressed for details of 

past trauma beyond what they wish to disclose and that the focus will be on the 

experience of current symptoms may assist in eliciting accurate information. 

Although a diagnosis of complex posttraumatic stress disorder does not pre-

clude a personality disorder diagnosis, clinicians should be convinced that 

the personality functioning issues are at least somewhat separable from the 

sequelae of trauma and that the additional diagnosis provides some benefit. 

For example, when a personality disorder diagnosis might enable access to 

a treatment that will assist the person in overcoming their mental health and 

personality issues, the additional diagnosis should be considered. These two 

principles—whether the personality disorder clearly presents in distinction to 

another mental health diagnosis and whether the diagnosis provides added 

value to the individual—are relevant in all circumstances in which an addi-

tional diagnosis is being considered.

Although clinicians must be cautious not to overdiagnose, failing to recog-

nize other mental health diagnoses also may occasionally be a problem. Because 

individuals with personality disorder frequently present challenges to services, 

the presence of the diagnosis has been used in some countries to deny access 

to services or resulted in other aspects of a person’s mental health being dis-

regarded or left untreated. The presence of a personality disorder does not 

mean that an individual may not also experience anxiety or depression or 

any other condition, and clinicians should ensure that they conduct a broad 

assessment of issues for treatment and not allow a personality disorder presen-

tation to narrow their focus.
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In making a diagnosis of personality disorder, clinicians should be mindful 
that this diagnosis is one of, if not the most, stigmatizing of diagnoses. For all 
of us, our personality is central to our sense of self, and to describe or label 
someone as having a personality disorder is potentially a devastating experi-
ence and, when conducted poorly, can be extremely harmful. However, failure 
to consider personality function in a mental health assessment is also poten-
tially harmful because clinicians may incorrectly advise on clinical interven-
tions or may fail to adjust interventions to address a person’s personality style. 
In giving a diagnosis, clinicians should develop and embody a nonjudgmental 
and compassionate stance toward clients and assist them in understanding how 
their own interpersonal patterns and self-functioning have developed. Con-
sidering personality function as evolving out of an early interaction between 
genetics and environmental events can assist in this process. Clinicians can use 
their understanding of how patterns of behavior have developed to identify 
and incorporate interventions into the treatment plan that may help the person 
overcome the difficulties resulting from their personality dysfunction. Current 
treatments indicate that even individuals with severe disturbance may change; 
thus, remaining focused on patterns of overt and covert behaviors provides a 
more direct route into treatment planning and intervention.

CO-OCCURRING DISORDERS

Personality disorder may present in isolation but often co-occurs with other 
mental health disorders. Common co-occurring presentations are depression, 
anxiety, posttraumatic stress disorder, and self-harm. Indeed, in assessing for 
personality disorder, clinicians will want to be sure that the person’s pre-
senting problems cannot be described by these other disorders alone. Chronic 
or unremitting presentations of depression and anxiety may indicate the pres-
ence of personality disorder—indeed, experiencing any other mental health 
disorder that does not respond to treatment will likely affect a person’s per-
sonality and may lead to a personality disorder diagnosis. Personality disorders 
also commonly co-occur with long-standing health problems. The direction 
of causality in both of these circumstances is not clearly understood. Presence 
of a personality disorder may increase the likelihood of experiencing depres-
sion, anxiety, and poorer physical health simply because the origins of per-
sonality disorder in early adversity make a person vulnerable to many mental 
and physical health problems. Equally, experiencing a chronic life-limiting 
health condition or a mental health disorder that is unresponsive to treatment 
will likely affect one’s personality, which may then affect future responses to 
treatment.

GENDER-RELATED FEATURES

The scientific literature reveals gender-based rating biases more than actual 
gender-based differences. Moreover, even when actual gender-based differ-

ences are found, they typically are small to moderate. The largest and most 
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consistent differences are in the dissocial domain, with men showing more of 
such traits (e.g., aggression, self-aggrandizement), followed by negative affec-
tivity, with women showing somewhat more emotionality/emotional lability. 
These differences tend to be found cross-culturally, although the magnitude 
of difference varies (Lippa, 2010). Finally, consistent with gender-based rating 
biases, differences are larger when clinicians are asked to rate men/women in 
general or men/women with a particular form of personality disorder than 
when they are asked to rate particular clients with the same form of person-
ality disorder. Thus, clinicians are cautioned against relying on gender stereo-
types when considering clients maladaptive personality traits in the context 
of making a personality disorder diagnosis.

DEVELOPMENTAL COURSE

In typically developing children and average expectable environments, rela-
tively stable personality differences can be assessed by year 3, with the greatest  
personality changes occurring over the next decade as children venture out of 
the home into the world and are affected by a wider range of environments. 
Whether a person is relatively high or low on a specific trait becomes increas-
ingly stable across adolescence into early adulthood. Certain behaviors common 
in personality disorder (e.g., risk-taking, self-harm, and moodiness) are more 
common in adolescents. These features tend to peak in the early teenage 
years and then gradually decline in most individuals. Thus, when assessing 
adolescents, clinicians must ensure that these features had an earlier onset, 
are more persistent, or are present to a greater extent than in the typically 
developing adolescent before considering a personality disorder diagnosis 
(Newton-Howes et al., 2015). If the clinician is uncertain whether to diagnose 
personality disorder, the condition personality difficulty may be listed, along 
with the relevant trait specifiers. This will ensure a period of “watchful waiting”  
to determine whether the condition abates or develops into a diagnosable 
personality disorder.

After about 30 years of age, personality differences across individuals 
continue to stabilize, albeit more slowly, at least until age 60 (Roberts & 
DelVecchio, 2000). Negative affectivity and detachment tend to decrease con-
siderably across adolescence until the mid-30s to age 40, then continue to 
decrease slowly until the mid-60s. In contrast, dissociality and disinhibition 
decrease relatively linearly across adolescence through age 70 to 80. Little 
information is available on the life course of anankastia.

Evidence suggests that even when personality pathology as traditionally 
diagnosed is no longer above threshold, considerable psychosocial dysfunction 
remains (Skodol et al., 2005), which suggests that the ICD-11 approach to per-
sonality diagnosis more accurately reflects the actual course of the disorder. 
That is, although more flagrant indicators of personality pathology may be 
manifested less clearly and less frequently over time, long-term maladaptive 
behavioral patterns remain. That said, less is known about personality dis
order later in life, and some research suggests that although maladaptive-range 
trait manifestations decline when self-reported, informant reports indicate 
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worsening with age (Cooper et al., 2014). Evidence thus provides more opti-

mism regarding treatment of personality pathology while simultaneously 

indicating that it remains challenging throughout life.

CULTURAL AND CONTEXTUAL CONSIDERATIONS

The diagnostic requirements for personality disorder in the ICD-11 CDDR are 

based on principles that are fundamentally pan-human. Insofar as those indi-

vidual differences that we call personality underlie socially based human 

behavior, successful interpersonal functioning is thus a core feature of person-

ality normality. Likewise, work and occupational activities are central functions 

in successful complex societies and social skills are fundamental to personality 

functioning. Although these individual differences take on different forms in 

the complex global array of human societies, the underlying principles are uni-

versally acknowledged. Given this perspective, the ICD-11 system of personality 

disorder diagnosis ensures that the diagnostic requirements do not reflect any 

particular set of cultural values. Thus, it was important to emphasize within the 

trait descriptions that neither nonconformity nor firm adherence to social 

values is in itself indicative of personality psychopathology.

Nonetheless, the paucity of research outside of Western contexts, and min-

imal resources in those clinical contexts with few specialist mental health 

professionals, means that our knowledge of presentations and prevalence of 

personality disorder outside Western cultures is limited. Specific manifesta-

tions of prominent traits may differ from culture to culture. Neuroticism is a 

universal individual-difference domain, underpinned by the common physio

logical processes of negative affect; however, the specific way in which nega-

tive affect manifests itself behaviorally may vary. For example, negative affect 

is expressed somatically to different degrees across cultures, and, at the same 

time, there is within-culture individual variation in somatic expression. Simi-

larly, disinhibition is recognized across cultures, yet its expression and the extent 

to which it is seen as violating social norms in an individualized Western cul-

ture may differ considerably from its expression and interpretation in a collec-

tivist culture, although at the extreme, trait expression may be more similar than 

different. Of course there are also age and gender differences within cultures, 

as discussed earlier, that should be considered. Practitioners operating outside 

the contexts in which personality disorder diagnoses have been studied must 

exercise caution in making judgments about the presence and severity of per-

sonality disorder, ensuring that patterns of behavior and functioning are well 

outside what is normative and functional for the culture in which the practi-

tioner is operating.

Personality function is strongly interpersonal and contextual, and thus cli-

nicians must take special care to ensure that what they observe in the person 

is actually a result of personality dysfunction and not a consequence of the 

person’s personal circumstances or the societal context. Situations requiring 

special caution include younger adolescents for whom presentations that match 
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a personality disorder description are a normal response to an abnormal envi-

ronmental situation—for example, a young person who demonstrates self-

harm and impulsive behavior because they are being sexually abused. Caution 

is also required in cultural contexts in which oppressive cultural norms and 

practices are applied to minority groups when defiance of these norms and 

practices may result in individuals being considered disordered—for example, 

when they express divergent political or religious views from the society in 

which they live.

PREVALENCE

Limited development of reliable and valid measures of personality disorder 

that are easy to use has restricted extensive studies of prevalence across coun-

tries, so only broad estimates are available (Tyrer et al., 2015). North Amer-

ican and European studies form the majority of the research base and describe 

point prevalences in community samples of between 4% and 15%. Preva-

lence rises significantly in health care settings, with approximately 25% of 

patients in primary care and 50% in outpatient mental health settings meeting 

the diagnostic requirements for personality disorder. Figures are even higher 

in inpatient mental health settings. Given the impact of personality disorder 

on treatment outcomes for other conditions—both physical and mental—

these figures should give pause to all clinicians, as personality disorder is rarely 

considered and diagnosed even less.

KEY POINTS

•	 Personality disorder develops as a transaction among genetics, tempera-

ment, and life experience.

•	 Personality disorder reflects disturbances in sense of self and interpersonal 

functioning that are pervasive across time and context.

•	 The ICD-11 departs significantly from previous classifications in its con-

ceptualization of personality disorder. The focus, first and foremost, is on 

the presence or absence of personality disorder and its severity. ICD-11  

personality disorder has three levels of severity: mild, moderate and severe. 

Because severity reliably relates to outcome, this initial step guides clinicians 

to consider the likely level of complexity of intervention in a given case.

•	 Personality disorder can be described further with five trait domain speci-

fiers: “negative affectivity,” “dissociality,” “detachment,” “disinhibition,” and 

“anankastia.” Treatments for personality disorder inevitably focus on the 

behavioral manifestations of these traits.

•	 Personality disorder diagnoses are highly stigmatizing, so great care should 

be given to thoughtful and comprehensive assessment.
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Neurocognitive Disorders
Antonio E. Puente, Theophilus Lazarus, Miguel Pérez-García, and  
Janna Glozman

The prevalence of neurocognitive disorders is increasing rapidly due to the 

global increase in life span. Delirium affects approximately 30% of hospi-

talized adults and a more significant percentage of older adults (Ospina et al., 

2018). Between 14% and 18% of the population will experience mild neuro-

cognitive disorder by age 70 (Peterson et al., 2009). Globally, there are 55 million 

people in the world with a diagnosis of dementia. An additional 10 million are 

diagnosed each year (World Health Organization [WHO], 2022), and there are 

expected to be 115 million individuals with dementia worldwide by 2050. 

There is evidence of an increasingly disproportionate impact of these trends on 

women, both in terms of the greater risk women have for dementia (Artero 

et al., 2008; Chêne et al., 2015; Niu et al., 2017) and the greater burden of 

caring for family members with dementia that falls on women (Bamford & 

Walker 2012). At the same time, the rate of detection of neurocognitive dis

orders varies greatly because of limited access in many settings to appropriate 

assessments and adequately trained personnel.

The 11th revision of the International Classification of Diseases (ICD-11; WHO, 

2023) has substantially changed the classification of neurocognitive disorders. 

The nature of neurocognitive disorders, which embody psychological and neuro

logical components simultaneously, posed conceptual and political challenges 

for the developers of ICD-11 related to whether they would be classified in 

the chapter on mental, behavioral, or neurodevelopmental disorders or the 

chapter on diseases of the nervous system (Gaebel et al., 2018). After much 

https://doi.org/10.1037/0000392-018
A Psychological Approach to Diagnosis: Using the ICD-11 as a Framework, G. M. Reed,  
P. L.-J. Ritchie, and A. Maercker (Editors)
Copyright © 2024 by the American Psychological Association and the International 
Union of Psychological Science. All rights reserved.
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discussion and negotiation, different aspects of neurocognitive disorders are 

found in both sections and intended to be used together (Gaebel et al., 2019). 

Essentially, the mind versus body, functional versus organic split embodied in 

the classification of these disorders in ICD-10 has been replaced in ICD-11 by an 

integrative model that explicitly recognizes the psychological and syndromal 

aspects of these disorders as well as their neurological basis (Reed et al., 2019). 

Although this classification model more accurately reflects the nature of these 

disorders, it also makes understanding and diagnosing them more compli-

cated. The diagnosis of neurocognitive disorders is also complex because of 

their heterogeneity, the presence of both somatic and psychological symp-

toms, and their differential diagnosis and co-occurrence with a host of other 

disorders. This chapter introduces the interface between the psychological 

and neurological components of neurocognitive disorders. Neurocognitive 

disorders are conceptualized in this chapter using psychological principles 

while integrating information about neurological processes involved in their 

etiology and associated impairment. Their assessment involves the integration 

of neuropsychological as well as social, cultural, and historical information.

OVERARCHING LOGIC

The ICD-11 defines neurocognitive disorders as primary clinical deficits in 

neurocognitive functioning that are acquired rather than developmental. Neuro

cognitive functioning specifically refers to neurologically based cognitive skills 

and abilities believed to be directly related to brain functioning, including but 

not limited to attention/concentration, memory, language, visual-spatial/ 

perceptual skills, processing speed, and executive functioning (e.g., problem- 

solving, judgment). Neurocognitive disorders always involve an observable 

decline from a previous level of functioning in one or more of these areas. They 

are distinct from neurodevelopmental disorders, which are characterized by 

deficits in neurocognitive functioning that are present from birth or arise during 

the developmental period (i.e., before age 18). The term primary clinical deficits 

is meant to indicate that deficits in neurocognitive functioning are the core 

features of the disorder, in contrast to cognitive symptoms that may be present 

in many other mental disorders (e.g., schizophrenia, mood disorders).

The four major neurocognitive disorders are

•	 Delirium

•	 Mild neurocognitive disorder

•	 Amnestic disorder

•	 Dementia

As described in the Clinical Descriptions and Diagnostic Requirements for 

ICD-11 Mental, Behavioural and Neurodevelopmental Disorders (CDDR; WHO, 

2024), neurocognitive disorders are syndromal diagnoses. They are based  

on the pattern of cognitive and behavioral deficits, their temporal pattern, 

and the degree of associated functional impairment. There is a wide range 
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of causes of neurocognitive disorders, and the ICD-11 provides mechanisms 

for indicating an established or presumed etiology for each diagnosis. The first 

significant set of causes comprises diseases or other insults that directly affect the 

brain. These are often diseases of the nervous system (e.g., Alzheimer disease, 

cerebrovascular disease), but may also be infectious diseases (e.g., HIV) or be 

caused by nutritional deficiencies (e.g., pellagra), exposure to environmental 

toxins, or injury. The second primary set of causes is psychoactive substances 

or medications. A wide variety of psychoactive substances can cause delirium, 

and certain specific substances (i.e., alcohol, sedatives, hypnotics or anxio-

lytics, and volatile inhalants) can also cause amnestic disorder or dementia. If it 

is known, the etiological disease process (e.g., Parkinson disease, alcohol 

dependence) should be diagnosed along with the corresponding neurocogni-

tive disorder.

Diagnosis of neurocognitive disorders is challenging because they are not 

only highly heterogeneous in terms of their etiology but also because various 

etiologies may interact. Moreover, these disorders’ cognitive and behavioral 

expression is highly variable, and the associated degree of functional impair-

ment can range from relatively benign alterations in cognitive abilities to a 

complete inability to care for oneself. The onset of symptoms and impairment 

be sudden or gradual and may be progressive or stable or remit over time.

Conceptualizing and diagnosing neurocognitive disorders requires that we 

transcend traditional mind–body dualism, in which a disorder is conceptual-

ized as either physical or “organic” (e.g., cancer) on the one hand, or mental, 

“functional,” or “nonorganic” (e.g., generalized anxiety disorder), on the 

other. Neurocognitive disorders were called “organic mental disorders” in the 

ICD-10, implicitly in comparison to presumably “nonorganic mental disorders,” 

which did not have a readily identifiable physiological substrate. We now 

understand that this is a false dichotomy in regard to most disorders. Neuro-

cognitive disorders, in particular, are associated with changes in mental processes 

and brain functioning, producing not just motor and sensory neurological symp-

toms but also demonstrable and clinically significant changes in cognition and 

behavior.

A PSYCHOLOGICAL APPROACH TO NEUROCOGNITIVE DISORDERS

A psychological approach to neurocognitive disorders seeks to understand and 

integrate neurological and cognitive functioning simultaneously using a holistic 

and comprehensive analysis. Although these disorders have a basis in changes 

in the brain, the syndrome is psychologically expressed and described, with the 

assumption that physical changes occurred before the observable cognitive 

and behavioral symptoms. One principle of this approach is that every patient 

should be understood within a bio-psycho-socio-cultural system (Puente & 

McCaffrey, 1992). In other words, neurocognitive deficits exist inside a brain, 

which lives inside a person who resides within a complex psycho-socio-cultural 
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context. A part of what defines neurocognitive disorders is the interaction 

between the person and their environment, for example, as expressed in 

impairment in the execution of tasks in daily living, which is in part a function 

of the demands of the person’s environment and the type and amount of 

support or assistance available (WHO, 2001). Therefore, although the Clinical 

Descriptions and Diagnostic Requirements (CDDR) offer authoritative guidance in 

diagnosing neurocognitive disorders, it must be applied to each individual in 

a flexible and customizable manner.

PRESENTATIONS AND SYMPTOM PATTERNS

The core presenting symptoms of the four major neurocognitive disorder diag-

noses are described in this section. For each diagnosis, a description is also 

provided of how the ICD-11 addresses the characterization of its etiology.

Delirium

Delirium is characterized by a disturbance of attention, orientation, and aware-

ness developing within a short period (e.g., within hours or days), typically pre-

senting as significant confusion or global neurocognitive impairment. Symptoms 

may be transient or fluctuating depending on the underlying causal condition 

or etiology. Cognition is commonly impaired in a global manner, with deficits in 

multiple areas of neurocognitive functioning. For example, delirium may include 

impaired perception, which can manifest as illusions (e.g., misinterpretations of 

sensory inputs), delusions, or hallucinations in the absence of other features of 

schizophrenia and other primary psychotic disorders. Delirium often includes 

disturbances of emotion, such as anxiety symptoms, depressed mood, irrita-

bility, fear, anger, euphoria, or apathy. Behavioral symptoms such as agitation, 

restlessness, or impulsivity may also be present. Disturbance of the sleep–wake 

cycle is often present, manifested in diminished ability to sleep, reversal of the 

sleep–wake cycle, hypersomnia, or reduced arousal. Symptoms should not be 

better accounted for by a typical syndrome of substance intoxication or sub-

stance withdrawal, although delirium can occur as a complication of intoxica-

tion or withdrawal states.

Identifying and treating delirium rapidly is highly important. Depending 

on the etiology, treatment delay is associated with a longer course of delirium 

(e.g., in cancer, HIV, and postsurgical patients; Cerejeira & Mukaetova-Ladinska 

2011; de la Varga-Martínez et al., 2023). In certain health situations and the case 

of some substances, delirium can indicate life-threatening complications. Older 

adults with delirium are at higher risk for functional decline and mortality 

(Wan & Chase, 2017). Delirium is usually expected to remit when the under-

lying etiology is treated or the substance or medication causing it is elimi-

nated from the body. Although antipsychotic medications or benzodiazepines 

may be useful in the short-term treatment of delirium, they do not address 
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the underlying causes and can also be associated with adverse side effects. 

Behavioral strategies effectively reduce the risk of delirium in some hospitalized 

populations (National Institute for Health and Care Excellence, 2019).

Etiology of Delirium
The ICD-11 offers the following options to indicate the etiology of delirium. 

“Delirium due to disease classified elsewhere” should be used when it is known 

or presumed that the delirium is caused by a specific, identified medical con-

dition, which should be diagnosed separately. Specific options for identifying 

the cause of “delirium due to psychoactive substances, including medica-

tions,” are provided for 13 substance classes (e.g., alcohol, opioids, MDMA 

[ecstasy] or related drugs), as well as for multiple substances and unknown or 

unspecified substances. “Delirium due to multiple etiological factors” should 

be used when delirium is attributed to multiple medical conditions or to both 

one or more medical conditions and one or more substances. Categories are 

also provided for “delirium due to other specified causes” and “delirium due 

to unknown or unspecified causes.”

Mild Neurocognitive Disorder

Mild neurocognitive disorder is characterized by mild impairment in one or 

more cognitive domains relative to expectations for age and general premorbid 

level of neurocognitive functioning, which represents a decline from the indi-

vidual’s previous level of functioning (Blazer, 2013). Mild difficulties in com-

plex activities are often present (e.g., using transportation, meal preparation), 

but they are not severe enough to interfere significantly with the performance 

of activities of daily living or to cause substantial impairment in personal, 

family, social, educational, occupational, or other critical functional areas. The 

cognitive impairment in mild neurocognitive disorder is not attributable to 

normal aging, the typical syndrome of substance intoxication or substance 

withdrawal, or another mental disorder (e.g., schizophrenia, depressive or 

bipolar disorder, posttraumatic stress disorder, dissociative disorders). Behav-

ioral and psychological symptoms (e.g., depressed mood, anxiety, sleep dis-

turbance) that are insufficient for a separate mental disorder diagnosis are 

commonly present and are sometimes the primary complaint when the indi-

vidual presents for care. A subjective report of impairment alone is not a 

sufficient basis for diagnosing mild neurocognitive disorder. Instead, cognitive 

impairment relative to a previous level of functioning should be corroborated by 

objective evidence from standardized neuropsychological/cognitive testing or, 

in its absence, another quantified clinical assessment (e.g., a neurobehavioral 

status examination; American Medical Association, 2022).

The risk for mild neurocognitive disorder increases with age, but it can 

occur at any point across the life span. The course of impairment depends on 

the specific etiology and available treatment options. Some forms may improve 

with treatment or resolution of the underlying condition, whereas patterns of 
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impairment may be more stable or progressive. Mild neurocognitive disorder 

sometimes represents an early presentation of an underlying disease process 

that may later meet the diagnostic requirements for dementia.

Etiology of Mild Neurocognitive Disorder
The observed impairment in mild neurocognitive disorder may be attribut-

able to an underlying acquired disease of the nervous system, a trauma, an 

infection, or other disease process affecting the brain, use of specific sub-

stances or medications, nutritional deficiency or exposure to toxins, or the 

etiology may be unknown (Saari, 2023). A wide range of medical conditions 

may potentially cause mild neurocognitive disorders, including all the exact 

causes observed in dementia. However, separate categories for different etiol-

ogies are not provided for mild neurocognitive disorder. When the etiological 

condition has been identified, the diagnosis corresponding to that disease, 

illness, or injury should be assigned in addition to mild neurocognitive dis-

order. For example, mild neurocognitive disorder diagnosed with the category 

Alzheimer disease from the chapter on diseases of the nervous system could 

be an appropriate diagnosis when the presence of Alzheimer disease has been 

established (e.g., via biomarkers), but the cognitive disturbance is subthreshold 

for dementia.

Amnestic Disorder

Amnestic disorder is characterized by prominent memory impairment, defined 

as reduced ability to acquire, learn, or retain new information relative to age and 

overall level of intellectual functioning, in the absence of significant impairment 

in other neurocognitive domains (e.g., executive functioning, attention, visuo-

spatial abilities). This may include the inability to recall previously learned infor-

mation. Recent memory is typically more impaired than remote memory, and 

the ability to immediately recognize a limited amount of information is usually 

relatively preserved. The memory impairment represents a marked decline from 

previous level of functioning. The onset of symptoms can be sudden, such as 

when due to stroke or trauma, or gradual, such as when caused by chronic 

exposure to certain psychoactive substances or nutritional deficiencies.

Normal aging is typically associated with some degree of memory change. 

Amnestic disorder should not be diagnosed if performance is consistent with 

expectations for the individual’s age based on age-related norms for perfor-

mance on a standardized assessment, or if the symptoms are better accounted 

for by delirium or other disturbance of consciousness or altered mental status, 

substance intoxication or withdrawal, or another mental disorder.

Symptoms may be stable or progress over time, depending on the under

lying causal condition. Some symptoms may improve over time if the underlying 

etiology is treated. When memory impairment worsens progressively over time, 

amnestic disorder may represent an early presentation of dementia.
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Etiology of Amnestic Disorder
The ICD-11 offers the following options to indicate the etiology of amnestic dis-

order: “amnestic disorder due to disease classified elsewhere” should be used 

when it is known or presumed that the memory problems are caused by a 

specific, identified medical condition, which should be diagnosed separately. 

Particular options for identifying the cause of “amnestic disorder due to psycho

active substances, including medications,” are provided for three substance 

classes known to be potential causes or contributors to amnestic disorder (i.e., 

alcohol; sedatives, hypnotics, or anxiolytics; volatile inhalants). A category for 

“amnestic disorder due to unknown or unspecified causes” is also provided.

Dementia

Dementia is characterized in the ICD-11 CDDR by impairment in two or more 

cognitive domains relative to expected performance based on the individual’s 

age and general premorbid level of neurocognitive functioning, which rep-

resents a decline from the individual’s previous level of functioning. Memory 

impairment is present in most forms of dementia, but neurocognitive impair-

ment is not restricted to memory. Several cognitive domains are typically 

affected in dementia, such as executive functioning, attention, language, social 

cognition, judgment, psychomotor speed, or visuoperceptual or visuospatial 

functioning. Behavioral changes (e.g., changes in personality, disinhibition, 

agitator irritability) may also be present and, in some forms of dementia, may 

be the presenting symptom (Saari, 2023).

Different etiologies are associated with varying patterns of dementia symp-

toms (see the following discussion on the etiology of dementia). However, a 

common pattern in the development of dementia is a reduction over time of 

the individual’s ability to remember, understand, and solve problems. Memory 

problems typically begin as short-term memory loss, expanding gradually to 

substantial problems with recall of all forms of recently learned information 

and eventually to long-term memory loss. In addition, impairment in the ability 

to attend and difficulty with organizing behavior to accomplish complex tasks 

and solve problems (executive functioning) often slowly emerge and become 

more significant over time. Associated impact on everyday functioning increases 

over time as cognitive impairments become increasingly pronounced.

Etiology of Dementia
The ICD-11 provides detailed categories to identify the specific etiology of 

dementia, as shown in Exhibit 18.1. When dementia is due to a disease or 

condition classified elsewhere, the diagnosis for the etiological disease or con-

dition should be assigned along with the dementia. Specific categories are also 

provided for dementia due to specific psychoactive substances known to be 

potential causes or contributors to dementia (i.e., alcohol, sedatives, hyp-

notics or anxiolytics, or volatile inhalants). When dementia is due to psycho-

active substances or medication, the appropriate disorder due to substance 
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EXHIBIT 18.1

ICD-11 Etiological Categories for Dementia

Dementia due to diseases classified elsewhere
•	 Dementia due to Alzheimer disease

	– Dementia due to Alzheimer disease, mixed type, with cerebrovascular disease
	– Dementia due to Alzheimer disease, mixed type, with other nonvascular etiologies

•	 Dementia due to cerebrovascular disease
•	 Dementia due to Lewy body disease
•	 Frontotemporal dementia
•	 Dementia due to Parkinson disease
•	 Dementia due to Huntington disease
•	 Dementia due to exposure to heavy metals and other toxins
•	 Dementia due to human immunodeficiency virus
•	 Dementia due to multiple sclerosis
•	 Dementia due to prion disease
•	 Dementia due to normal pressure hydrocephalus
•	 Dementia due to injury to the head
•	 Dementia due to pellagra
•	 Dementia due to Down syndrome
•	 Dementia due to other specified diseases classified elsewhere

Dementia due to psychoactive substances including medications
•	 Dementia due to use of alcohol
•	 Dementia due to use of sedatives, hypnotics, or anxiolytics
•	 Dementia due to use of volatile inhalants
•	 Dementia due to other specified psychoactive substance

use diagnosis for the relevant substance (generally harmful pattern of psycho-

active substance use or substance dependence) should also be assigned along-

side dementia. Although the etiological categories for dementia provided in 

the ICD-11 and shown in Exhibit 18.1 are numerous, they are not exhaustive. 

For this reason, a category is provided for dementia due to other specified 

causes. If the cause has not been identified, the category for dementia due to 

an unknown or unspecified cause should be used.

The onset and course of dementia symptoms vary considerably by etiology, 

and the symptom course may provide information about etiology. Most 

dementias are progressive, but some are reversible (e.g., when related to nutri-

tional or metabolic abnormalities). Presentations may be stable or rapidly pro-

gressive. Sometimes dementia may have multiple etiologies, as in the “mixed 

type” etiological subcategories provided for dementia due to Alzheimer disease. 

The CDDR include information on the general characteristics and typical course 

of the etiological categories for dementia listed in Table 18.1.

The most prevalent forms of dementia, and therefore the types of dementia 

most likely to be seen in general psychological practice, are dementia due 

to Alzheimer disease, dementia due to cerebrovascular disease, dementia 

due to Lewy body disease, and frontotemporal dementia (Chan et al., 2013). 

Dementia is sometimes also seen in other common neurological disorders 
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such as Parkinson disease and multiple sclerosis, as well as in head injury. In 
each case, the patterns of deterioration and the domains affected are slightly 
different. Table 18.1 provides a summary of the prominent problems associ-
ated with each of these common types of dementia.

Dementia Severity
The severity of dementia for each dementia category is rated as mild, moderate, 
or severe according to the individual’s degree of neurocognitive and func-
tional impairment and their capacity for independence in activities of daily 
living. Dementia severity is a primary determinant of the level of support that an 
individual will require—and therefore, the treatment and residential options 
available to them. The CDDR indicate that persons with mild dementia may 
be able to live independently, but some supervision or support is often required. 
They are generally able to participate in community or social activities without 
help and may appear unimpaired to those who do not know them well. Persons 
with moderate dementia require support to function outside the home, and 
only simple household tasks are maintained. They have difficulties with basic 
activities of daily living, such as dressing and personal hygiene. Socializing is 
increasingly difficult as the individual may behave inappropriately. The dif-
ficulties are typically apparent to most individuals who have contact with 

the individual. In severe dementia, the person is usually unable to make 

TABLE 18.1.  Typical Presenting Symptoms in Common Forms of Dementia

Etiology of dementia Typical presenting symptoms

Dementia due to 
Alzheimer disease

Memory loss is sometimes accompanied by problems in 
attention, executive functions, processing speed, social 
cognition and judgment, visuoperceptual or visuospatial 
problems, and difficulties in behavior and/or mood.

Dementia due to 
cerebrovascular 
disease

Most common neurocognitive symptoms are in the areas of 
attention, executive function, and processing speed.

Dementia due to 
Lewy body disease

Initial presentation is commonly characterized by attention 
and executive function problems, which may be accompa-
nied by visual hallucinations.

Frontotemporal 
dementia

Characterized by significant changes in personality and 
behavior, sometimes accompanied by apathy, decreased 
social cognition, stereotyped behaviors, language deficits, 
and movement disorders. Memory usually remains intact.

Dementia due to 
Parkinson disease

Problems with attention, executive functions, memory 
abilities, and visual functions. Changes in affect and 
behavior may also be present.

Dementia due to 
multiple sclerosis

Significant problems in attention, executive functions, 
memory, and processing speed, with changes in affect.

Dementia due to 
injury to the head

Initial deficits include disorientation and loss of consciousness; 
subsequent symptoms may include attention, executive 
function, memory, and speed of processing, along with 
changes in personality and social cognition.
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judgments or solve problems. They may have difficulty understanding what 
is happening around them and are typically entirely dependent on others for 
primary personal care in bathing, toileting, and feeding. The CDDR provide 
additional information on the diagnostic requirements for mild, moderate, 
and severe dementia.

Behavioral or Psychological Disturbances in Dementia
The ICD-11 provides specifiers for behavioral and psychological disturbances. 
These are shown in Exhibit 18.2 and may be used together with any dementia 
diagnosis. These disturbances are common in dementia—particularly moderate 
and severe dementia—and have specific implications for treatment and manage-
ment. The appropriate specifier(s) should be used when the corresponding behav-
ioral or psychological disturbance is severe enough to represent a focus of clinical 
intervention; multiple specifiers may be applied. Additional information about 
these specifiers is provided in the CDDR.

DIFFERENTIAL DIAGNOSIS

Normal aging is typically associated with some degree of cognitive change. 
Delirium is differentiated from age-related cognitive changes by the sudden 
onset of symptoms (e.g., within hours or days), significant confusion and/or 
global neurocognitive impairment, and transient and typically fluctuating 
symptom presentation. Other neurocognitive disorders diagnoses should not 
be assigned if performance is consistent with expectations for the individual’s 
age based on age-related norms for performance on standardized assessments. 
When memory difficulties consistent with normal aging are present and clin-
ically relevant, the category age-associated cognitive decline from the ICD-11 
chapter on symptoms, signs, or clinical findings, not elsewhere classified may be 
used to document a subjective or objective decline in cognitive neurocognitive 
functioning that is consistent with age-related norms.

Regarding differential diagnosis, care should be taken to distinguish delirium 
from substance intoxication and substance withdrawal when there is a history 
of use of psychoactive substances or medications. For delirium to be diagnosed, 

EXHIBIT 18.2

Specifiers for Behavioral or Psychological Disturbances in Dementia

Psychotic symptoms in dementia
Mood symptoms in dementia
Anxiety symptoms in dementia
Apathy in dementia
Agitation or aggression in dementia
Disinhibition in dementia
Wandering in dementia
Other specified behavioral or psychological disturbances in dementia
Behavioral or psychological disturbances in dementia, unspecified
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the duration or severity of the symptoms must be substantially in excess of the 

characteristic intoxication or withdrawal syndrome associated with the spec-

ified substance. In contrast to delirium, other neurocognitive disorders are 

more typically characterized by impairment in specific neurocognitive abilities, 

tend to be more gradual in onset, and are often progressive. Individuals with 

other neurocognitive disorders, particularly dementia, are at increased risk for 

delirium (Sachdev et al., 2014). A diagnosis of delirium and another neuro

cognitive disorders should be assigned together if the diagnostic requirements 

for each are met.

Unlike mild neurocognitive disorder, memory deficits in amnestic disorder 

and neurocognitive deficits in dementia are associated with significant impair-

ment in functioning. This boundary is imprecise, however, so it is often a clin-

ical judgment to determine when mild neurocognitive disorder crosses over 

into dementia based on the number and severity of symptoms and their effect 

on the patient’s life. Amnestic disorder and dementia are distinguished in that 

specific and prominent memory impairment is the primary clinical feature of 

amnestic disorder. In contrast, dementia is characterized by significant impair-

ment in two or more cognitive domains, which often includes memory.

Differentiating among different etiologies for neurocognitive disorders, 

especially among the different etiological categories for dementia, can be com-

plex because they are all characterized by cognitive declines or alterations, as 

well as by behavioral changes. It is often difficult to distinguish the variability 

in presentation among different cases with the exactly the same etiology from 

variability due to different etiologies. To diagnose neurocognitive disorders, 

available data (e.g., records, medical tests, clinical and psychometric findings) 

are compared with the characteristic symptoms related to specific etiologies that 

have some symptomatic overlap with the individual’s presentation. (See the 

section on assessment later in this chapter.)

Neurocognitive disorders should not be diagnosed if the symptoms are 

better accounted for by another mental disorder. This includes neurodevelop-

mental disorders, especially disorders of intellectual development. However, 

both disorders may be present, and adults with disorders of intellectual devel-

opment are at greater and earlier risk of developing dementia (e.g., dementia 

due to Down syndrome). The symptoms of neurocognitive disorders, espe-

cially mild neurocognitive disorder, must be distinguished from other mental 

disorders, whether these are an intrinsic part of the diagnosis in question (e.g., 

problems with memory and concentration in depressive episodes; a range of 

cognitive deficits in schizophrenia) or an effect of having them (e.g., compro-

mised test performance due to high levels of anxiety or paranoid delusions). 

The CDDR provide more detailed information about disorders that should be 

considered in the differential diagnosis. Cognitive changes due to other mental 

disorders typically improve with appropriate treatment of that disorder.

In reciprocal fashion, psychological symptoms are associated with many 

neurocognitive disorders. Some of the most common and significant psycho-

logical symptoms are found in frontotemporal dementia. The pathognomonic 

symptoms are unusual and unexpected changes in personality and behavior 
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in comparison with longstanding characterological traits. The changes are dif-

ficult to understand, measure, and control. Some of these changes are misper-

ceived initially as volitional, or they may be misunderstood as symptoms of 

mood disorders. Another important example of behavioral changes is found 

in dementia due to Parkinson disease, where there may be both perceptual 

changes (e.g., visual hallucinations) and changes in affect (e.g., flatness). The 

visual hallucinations are often perceived by patients as entertaining and 

non-threatening, unlike those usually found with schizophrenia or delirium. 

Another change in behavior that is often misinterpreted as mood changes 

is found in dementia due to multiple sclerosis. Depressive symptoms often 

appear, associated with a decrease in energy and stamina. The symptoms are 

not explained by an emotional reaction to the disease.

ASSESSMENT

Assessment in neurocognitive disorders typically focuses on neurocognitive 

and neurobehavioral functions, although other areas may be assessed as rele-

vant (Armstrong & Morrow, 2019). Neurocognitive functions are organized 

into domains. Some domains are relatively simple to understand and measure, 

whereas others are complex and multidimensional. Essential neurocognitive 

functions include orientation (to time, place, person, and circumstance), atten-

tion (ability to focus and sustain attention), motor functions (such as lateral-

ized, gross, and fine motor abilities), and sensory functions (primarily visual 

and auditory). Examples of more complex neurocognitive functions include 

linguistic skills, including receptive communication abilities (i.e., ability to 

understand verbal, written, and nonverbal information) and expressive com-

munication abilities (i.e., ability to generate verbal, written, and/or nonverbal 

information). The most complex and challenging functions to conceptualize 

and assess are often referred to as higher cortical functions (referring to the 

cerebral cortex). These include but are not limited to learning (acquisition and 

storage of information); memory (the recall of such information); executive 

functions (including but not limited to planning, organizing, and executing 

purposeful behavior); and intellectual functions (which could be considered 

the amalgamation of the previously mentioned higher cortical functions). These 

domains form patterns of functioning that are characteristic of different diag-

noses. In addition, measurement of psychopathology (e.g., affective states) and 

personality functioning, academic abilities, and social understanding and skills 

are often part of a comprehensive neuropsychological evaluation, which is the 

gold standard approach for assessing neurocognitive disorders.

A typical neuropsychological assessment involves reviewing available records 

(e.g., medical, educational, vocational), interviews of the patient and impor

tant informants (e.g., significant other, family members) and administering 

scientifically validated and appropriately normed, standardized neuropsycho-

logical and psychological tests. When the goal of the neuropsychological eval-

uation is to aid in diagnoses, the usual approach is to document the pattern of 
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domain-specific performance, compare the results obtained with the character-

istic pattern for different disorders and etiologies, and then use that information 

along with the results of other available information to arrive at a diagnostic 

hypothesis (American Psychological Association, 2020; Pérez-García, 2009). 

For example, in dementia due to Huntington disease, the motor symptoms 

often affect gross motor movements whereas motor symptoms in dementia 

due to Alzheimer disease tend to affect fine motor movements. Findings from 

clinical observation of different activities (e.g., walking vs. writing) and psycho

metric testing (e.g., simple tests of motor strength vs. finger tapping) are 

integrated in these situations. In other cases, such as frontotemporal dementia, 

the problematic behaviors are challenging to measure using standardized tests 

(Bang et al., 2015).

A complete neuropsychological testing battery would typically assess orien-

tation, attention, motor functioning, sensory functioning, learning, memory, 

executive functions, intellectual abilities, academic achievement, and psycho-

pathology (Roebuck-Spencer et al., 2017). The findings from the test instruments  

would be compared with appropriate samples for referencing. The variables 

used for referencing would include demographic status (e.g., age), neuro-

logical condition (e.g., poststroke), mental disorder diagnoses (e.g., patients 

with recurrent depressive disorder), socioeconomic status, and linguistic and 

cultural group (American Education Research Association, American Psycho-

logical Association, & National Council on Measurement in Education, 2014). 

The comparison of the testing results would often occur with several specific 

groups, such as in the case of an older adult who has experienced a stroke, is 

depressed, is from a lower economic group, and whose native language is 

Spanish. When relevant reference samples are not available, this places limits 

on the validity of the test interpretation. When that happens, available sources 

of objective documentation should be used (e.g., school and work history, 

daily functioning).

The most commonly used screening tests for cognitive dysfunction are the 

Mini-Mental Status Exam (MMSE; Folstein et al., 1983) and the Montreal 

Cognitive Assessment (MoCA; Nasreddine et al., 2005). These tests are in the 

public domain and have been translated into multiple languages. Although 

the MMSE is more frequently used, the MoCA has greater widespread accep-

tance by geriatric specialists (Siqueira et al., 2019). However, these tests have 

been criticized for their lack of usefulness in patients with low educational 

and economic levels (Lezak et al., 2012). For example, patients who do not 

have access to technology and digital media for economic reasons are less 

likely to be knowledgeable about social and political events and therefore 

will tend to perform less well on the questions in the General Information 

section of the MMSE. Similarly, items that require drawing or copying shapes, 

reciting sentences or a series of digits, and even computing arithmetical prob-

lems will be biased in favor of those with a sufficient level of formal schooling. 

Despite their challenges, these tests, especially the MoCA, are frequently con-

sidered the first step in assessing neurobehavioral functioning and may be the 

only psychometric measure used in many settings. Their widespread use is 
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due to their acceptance, applicability, and availability in the public domain 

and various languages. The simplicity of these measures and the high fre-

quency of their use makes the information they provide useful in communi-

cating across a broad spectrum of health professionals as well as over time to 

document changes in basic neuropsychological functions.

If there is evidence of neurocognitive dysfunction based on screening tests 

or other sources of information, the next step would generally be a more 

detailed assessment of the essential domains of attention, language, and motor 

and sensory functioning. These domains are considered foundational to cogni-

tive and behavioral functioning and are building blocks for subsequent, more 

complex evaluation if it is indicated (Lezak et al., 2012). Also, if any of these 

areas are compromised, it will affect the measurement of more complex func-

tions. For example, if a patient has impaired communication abilities, it would 

be challenging to measure verbal memory. There are numerous measures of 

attention, including in the public domain. There are fewer public domain 

measures of language and motor and sensory functioning. Assessment of 

activities of daily living may also be incorporated at this phase. The Vineland 

Adaptive Behavior Scales–III (Sparrow et  al., 2016) is the most frequently 

used test of adaptive functioning and is available in some languages other than 

English. However, the test is expensive and not yet adapted for global use. For 

additional information on standardized tests and nonstandardized approaches 

to assessing adaptive abilities, especially those involving the assessment of 

intellectual disabilities, see Reschly et al. (2002).

After these primary domains are measured, the evaluation of the most 

complex assessment domains is undertaken. This includes measuring learning, 

memory, executive functioning, and intellectual abilities (American Educa-

tion Research Association, American Psychological Association, & National 

Council on Measurement in Education, 2014). For intellectual functioning, 

the most frequently used are the Wechsler intelligence scales (e.g., Wechsler, 

2008, 2014), although other widely used tests such as Raven’s Progressive 

Matrices (Raven et al., 1998) are applicable, global, and available in the public 

domain. Other areas, such as memory and executive function, are more chal-

lenging to measure and less well researched, although number scales are 

available in the public domain (see Morgan & Ricker, 2017). However, these 

domains are often the affected in neurocognitive disorders and tend to be 

involved earlier in the course of the disease. Assessment of additional areas, 

such as psychopathology and academic functioning, may be included depending 

on the scope and guiding questions of the evaluation. neurocognitive disorders 

have high rates of co-occurrence with other mental disorders, particularly depres-

sive disorders. One of the most widely used measures in the area of psychopa-

thology is the Minnesota Multiphasic Personality Inventory–3 (Ben-Porath & 

Tellegen, 2020); this measure is available in multiple languages but is propri-

etary. There are also tests of affective functioning that are in the public domain  

and available in multiple languages (e.g., Patient Health Questionnaire–9;  

Kroenke et al., 2001). Academic achievement and occupational functioning is 
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measured as a means of understanding the individual’s baseline as well as to 

help estimate eventual vocational training opportunities.

In recent years, there has been an increasing emphasis on understanding 

effort or performance validity in neuropsychological test performance. That 

is, sometimes patients may exaggerate or minimize their symptoms and 

functional problems for a variety of reasons. The assessment of effort or per-

formance validity helps determine the validity of test performance across 

domains, and a range of strategies have been described for doing this (Schroeder 

& Martin, 2021).

It is important to emphasize that circumstances sometimes preclude using 

standardized, quantitative testing of the relevant domains due to the lack of 

available instruments and norms or the patient’s inability or ability to take 

these tests. In these situations, the evaluator will need to use more flexible, 

ecologically based qualitative assessments (Luria, 1980). This approach empha-

sizes understanding the deficits, the person, and sociohistorical and cultural 

contexts. Assessment is based on hypothesis testing as the assessment pro-

gresses, designed to fit the patient’s sociocultural and educational background 

(Glozman, 1999). The qualitative information generated in this manner pro-

vides rich diagnostic data relating to the relative impairment or preservation of 

various cognitive systems, allowing the assessor to formulate a picture of the 

pattern of individual cognitive deficits experienced by the patient (Melikyan 

et al., 2019). This approach aims to provide a more accurate assessment of the 

individual by reducing irrelevant constructs (e.g., tests of intellectual abilities 

that are in fact measuring linguistic limitations).

The most important part of the evaluation is integrating testing data with the 

available records, history, clinical findings, and behavior to address the referral 

question—in this case, the diagnosis of a neurocognitive disorder. Considerable 

training and expertise are needed to integrate a multidimensional, scientific 

analysis (both quantitative and qualitative) with a clinically focused, patient- 

centered, sociocultural perspective that emphasizes context and qualitative 

information. When this level of expertise is unavailable, the goal should be to 

acquire as much objective, although not necessarily quantitative, information 

as possible and to use that data as a basis for an objective interpretation of the 

symptoms and whether the diagnostic requirements for a specific neurocog-

nitive disorder are met.

CULTURAL AND CONTEXTUAL CONSIDERATIONS

Most neuropsychological tests are North American- and European-centric 

because this is where the specialty of neuropsychology started and is most 

developed. This reduces the generalizability of the measurement of neuro

cognitive constructs but should not prevent addressing their objective assess-

ment in other contexts. It is critical to be aware of the influence that cultural 

and linguistic factors may have on their results. The confounding of these 

variables with the construct being measured (e.g., memory) will contribute to 
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false-positive diagnoses (Daughtery et al., 2016). When standardized tests are 
used to determine neurocognitive impairment, they should be appropriately 
normed for the linguistic and cultural population of which the individual 
being tested is a member (Glozman, 2012). Where linguistically and culturally 
appropriate norms are unavailable, assessment of neurocognitive disorders 
requires greater reliance on clinical judgment and on collateral and historical 
information from informants or records. A clinician not conscious of these 
issues is likely to confuse sequelae of the disorder with linguistic and cultural 
effects on test performance.

Test performance and diagnostic accuracy may be affected directly by cul-
tural biases (e.g., references in test items to terminology or objects not familiar 
to a culture) as well as by limitations of translation and adaptation (Puente & 
Puente, 2009). In evaluating activities of daily living, the expectations of the 
individual’s culture and social environment should be considered. Similarly, 
some degree of memory loss or neurocognitive impairment might be seen as 
expected in some family or social systems and may not be fully recognized 
when existing support systems in the family and community are able to adapt.

KEY POINTS

•	 Emerging evidence over the past 2 decades has supported the conceptual-
ization of neurocognitive disorders as both psychological and neurological. 
The ICD-11 approach to neurocognitive disorders, in which the cognitive 
syndrome is characterized separately from the underlying cause, is consis-
tent with this approach.

•	 Delirium is characterized by a disturbance of attention, orientation, and 
awareness that develops quickly and typically presents as significant con-
fusion or global neurocognitive impairment.

•	 Mild neurocognitive disorder is characterized by mild impairment in one or 
more neurocognitive domains but without impact on independent func-
tioning in activities of daily living.

•	 Amnestic disorder is characterized by prominent memory impairment with 
other neurocognitive domains generally intact.

•	 Dementia is characterized by impairment in two or more neurocognitive 
domains with an associated impact on independent functioning in activities 
of daily living. Dementia is also described in terms of its severity and the 
presence of behavioral and psychological disturbances with direct implica-
tions for care (e.g., mood symptoms, agitation or aggression, wandering).

•	 A neurocognitive disorder diagnosis should be based on standardized testing 
when available. Tests should be appropriately developed and normed for 
the population to which the individual belongs. Assessment requires greater 
reliance on clinical judgment when appropriately normed and standardized 
tests are unavailable.
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•	 Special attention must be paid to determining that the impairment is not 

attributable to the effects of aging alone, that it represents a marked decline 

from previous levels of functioning, and that test results are not biased by 

cultural or linguistic factors.

•	 The heterogeneity and complexity of neurocognitive disorders are best 

understood when neuropsychological assessment methodology is pursued. 

A pattern of neuropsychological domain deficits is placed in the context of 

the development of the disease, comorbid disorders, and the patient’s history, 

gender, social, and cultural context.
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19
Sexual Dysfunctions and 
Sexual Pain Disorders
Brigitte Khoury, Elham Atallah, Iván Arango-de Montis, and  
Sharon J. Parish

OVERARCHING LOGIC

Across the world, sexual relationships play an important role in most people’s 

lives (Bhugra & de Silva, 2007). Problems with sexual relationships and sexual 

functioning are common and affect the physical, psychological, and social well- 

being of both those who experience them and their partners (Brotto et al., 

2016). The classification of sexual dysfunctions in the 10th revision of the Inter-

national Classification of Diseases (ICD-10) was developed more than three decades 

ago, when sexual health and sexual medicine were still relatively new as dis-

tinct areas of research and practice. The World Association of Sexual Health was 

founded in 1978, the International Society for Sexual Medicine was founded in 

1982, and The Journal of Sexual Medicine began publication in 2004. There 

have been both rapid growth and major advances in scientific knowledge and 

standards of practice related to sexual functioning since the publication of the 

ICD-10, making this an important area of focus in the development of the 

11th revision of the ICD (ICD-11; Khoury et al., 2012; Parish et al., 2021; Reed 

et al., 2016; Sharan et al., 2019).

In the ICD-11, sexual dysfunctions are defined as “syndromes that com-

prise the various ways in which adult people may have difficulty experiencing 

personally satisfying, non-coercive sexual activities” (World Health Organiza-

tion [WHO], 2023). The ICD-11 classification of sexual dysfunctions represents 

https://doi.org/10.1037/0000392-019
A Psychological Approach to Diagnosis: Using the ICD-11 as a Framework, G. M. Reed,  
P. L.-J. Ritchie, and A. Maercker (Editors)
Copyright © 2024 by the American Psychological Association and the International 
Union of Psychological Science. All rights reserved.
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an area of major innovation compared with the ICD-10; the term “paradigm 

shift” is, in this case, not an exaggeration. The ICD-10 classification of sexual 

dysfunctions was based on a separation of mind and body, distinguishing 

“nonorganic” from “organic” conditions. The ICD-10 chapter on mental and 

behavioral disorders included sexual dysfunctions that were considered to be 

“nonorganic” whereas most “organic” sexual dysfunctions were classified in 

the ICD-10 chapter on diseases of the genitourinary system. However, such a 

view of sexual functioning has long been considered outdated by experts in 

the field. It is now universally acknowledged in the field of sexual health that 

the origin and maintenance of sexual dysfunctions frequently involves the 

interaction of physical and psychological factors (Carvalho & Nobre, 2011; 

Lewis et al., 2010; Parish et al., 2021; Perelman, 2009.)

On the basis of current evidence and best practices, the ICD-11 contains a 

new, integrated classification of sexual dysfunctions as a part of a new chapter 

on conditions related to sexual health (Chou et al., 2015; Reed et al., 2016). 

This new chapter was considered necessary because sexual dysfunctions—

and other conditions related to sexual health such as gender incongruence 

(Reed et el., 2016; Robles et al., 2022)—cannot be viewed as either disorders 

of the mind or disorders of the sexual organs (Jannini et al., 2010; Sachs, 

2003). The ICD-11 classification of sexual dysfunctions is based on the per-

spective that sexual response is “a complex interaction of psychological, inter-

personal, social, cultural and physiological processes and one or more of these 

factors may affect any stage of the sexual response” (WHO, 2023). This per-

spective and the new integrated classification of sexual dysfunctions is a more 

accurate reflection of current research and practice (Reed et al., 2016).

The ICD-11 organizes sexual dysfunctions into five main groups (see 

Exhibit 19.1):

1.	 Hypoactive sexual desire dysfunction

2.	 Sexual arousal dysfunctions

3.	 Orgasmic dysfunctions

4.	 Ejaculatory dysfunctions

5.	 Other specified sexual dysfunctions.

Where possible, ICD-11 sexual dysfunction categories apply to both men and 

women, emphasizing commonalities in sexual response (e.g., hypoactive 

sexual desire dysfunction, orgasmic dysfunction) without ignoring estab-

lished sex differences in their expression or subjective experience (Basson, 

2000; Parish et al., 2021). Separate sexual dysfunctions categories for men 

and women are provided where sex differences are related to distinct clinical 

presentations (e.g., female sexual arousal dysfunction in women compared 

with male erectile dysfunction in men).

In addition, sexual pain disorders comprise two separate groupings in the 

ICD-11:

1.	 Sexual pain-penetration disorder

2.	 Other specified sexual pain disorders (see Exhibit 19.1)
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Although they are grouped separately in the ICD-11, sexual pain disorders can 

be conceptualized as a subgroup of sexual dysfunctions. ICD-11 defines sexual 

pain disorders as

marked and persistent or recurrent difficulties related to the experience of pain 
during sexual activity in adult people, which are not entirely attributable to 
an underlying medical condition, insufficient lubrication in women, age-related 
changes, or changes associated with menopause in women, and are associated 
with clinically significant distress. (WHO, 2023)

Sexual pain disorders also result in difficulty experiencing personally satisfy

ing, noncoercive sexual activities; can represent a complex interaction of 

psychological, interpersonal, social, cultural, and physiological processes; and 

are associated with clinically significant distress. In this chapter, when we refer 

to “sexual dysfunctions,” we intend to include sexual pain disorders unless we 

make an explicit distinction between the two groupings.

In the ICD-10 classification of mental and behavioral disorders, there were 

two separate categories related to sexual pain: nonorganic dyspareunia and 

nonorganic vaginismus. However, the term “dyspareunia” has increasingly 

been used to refer to sexual pain that is caused by an underlying medical con-

dition or other identified physical determinants (Basson, 2005; Binik, 2005). 

In dyspareunia, pain typically emerges not only as a response to penetration 

EXHIBIT 19.1

ICD-11 Sexual Dysfunction and Sexual Pain Disorder Categories

Sexual dysfunctions
•	 Hypoactive sexual desire dysfunction
•	 Sexual arousal dysfunctions

	– Female sexual arousal dysfunction
	– Male erectile dysfunction
	– Other specified sexual arousal dysfunctions
	– Sexual arousal dysfunction, unspecified

•	 Orgasmic dysfunctions
	– Anorgasmia

	$ Other specified orgasmic dysfunctions
	$ Orgasmic dysfunction, unspecified

•	 Ejaculatory dysfunctions
	– Male early ejaculation
	– Male delayed ejaculation
	– Other specified ejaculatory dysfunctions
	– Ejaculatory dysfunction, unspecified

•	 Other specified sexual dysfunctions
•	 Sexual dysfunction, unspecified

Sexual pain disorders
•	 Sexual pain-penetration disorder
•	 Other specified sexual pain disorders
•	 Sexual pain disorder, unspecified
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attempts during sexual intercourse but also in other situations such as inser-

tion of tampons and gynecological exams. In addition, treatment approaches 

for dyspareunia differ from the those used for sexual pain disorders (Dias- 

Amaral & Marques-Pinto, 2018). For these reasons, the ICD-11 category dyspa-

reunia has been defined explicitly as caused by physical determinants and 

retained in the ICD-11 chapter on diseases of the genitourinary system, along 

with other categories of pelvic and menstrual pain considered to have largely 

physical determinants.

In the ICD-10, nonorganic vaginismus referred to a “spasm of the muscles 

that surround the vagina, causing occlusion of the vaginal opening” (WHO, 

1992, p. 152), making penile entry either impossible or painful. It is now recog-

nized that fear or anxiety about vulvovaginal or pelvic pain is the central element 

of this condition (Binik, 2010). For this reason, sexual pain-penetration dis-

order has replaced nonorganic vaginismus in the ICD-11. In contrast to the 

treatments for pelvic pain conditions classified in diseases of the genitourinary 

system, treatment for sexual pain-penetration disorder generally focuses on 

reducing fear and anxiety rather than on muscle contractions or pain. Sexual 

pain-penetration disorder is the central diagnosis in the grouping of sexual pain 

disorders in the new chapter on conditions related to sexual health.

It is important to note that transgender people and those with nonbinary 

gender identities also have sexual dysfunctions and should have access to 

appropriate treatment. The discussion of male and female categories is not 

meant to be exclusionary in this sense but is partly based on sexual anatomy. 

This chapter refers to men and women to emphasize that these categories in 

the ICD-11 are intended to apply to adults. Work on sexual dysfunctions with 

transgender people requires specialized knowledge and experience, particu-

larly following gender-affirming medical procedures (Holmberg et al., 2019; 

Marinelli et al., 2023; Vedovo et al., 2020). This includes knowledge about the 

effects of hormone treatment and relevant surgical procedures on sexual 

functioning (Defreyne et al., 2020). Treatment approaches will be based on 

the person’s anatomical, hormonal, and surgical status and desired forms of 

sexual functioning (Kerckhof et al., 2019), but also require open communi-

cation, a strong therapeutic relationship, and a fundamental respect for the 

individual’s experiences and desires and the terminology they wish to use.

THE SEXUAL RESPONSE CYCLE

Recent evidence supports the idea that there are important differences in the 

sexual response cycle between men and women, which are also related to the 

organization of sexual dysfunction categories by gender in the ICD-11. For 

men, phases of sexual functioning are currently conceptualized as desire, 

excitement, orgasm, and resolution. The cycle starts with fantasies, followed 

by pleasure via penile tumescence and erection, then the sensation of ejacu-

lation inevitability followed by ejaculation of semen, ending with muscle 

relaxation and physiological refraction for variable periods (Baldwin, 2001). 
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This model is quite similar to the one proposed by Masters and Johnson 

(1966) more than 50 years ago for both men and women.

More recent conceptualizations of the sexual response cycle in women 

describe a circular response cycle with overlapping phases rather than a linear 

process with physiological stages (Basson, 2001; Parish et al., 2021). For 

example, in some women, sexual arousal and desire occur simultaneously. 

Similarly, the orgasm of the woman does not necessarily signify a “peak event,” 

but may occur multiple times and at any point of the cycle. It has also been 

found that, in contrast to male erections signifying arousal, the physiological 

reactions that women experience do not necessarily translate into subjective 

experiences of arousal (Meston, 2000). In fact, studies have shown that for 

women, using devices that measure vaginal lubrication and increases in vag-

inal vasocongestion have failed to be consistently accurate in predicting cogni-

tive experiences of sexual arousal, which are more strongly related to emotions 

regarding the relationship and awareness of bodily changes (Basson, 2002).

A PSYCHOLOGICAL APPROACH TO SEXUAL DYSFUNCTIONS

The assessment and treatment of sexual dysfunctions have traditionally been 

a part of the scope of psychological practice, given appropriate training and 

experience. Approaches including cognitive behavior therapy, emotion-based 

therapy, couples communication techniques, and mindfulness are treatment 

mainstays for sexual problems (Peterson, 2017). The ICD-11 classification of 

sexual dysfunctions strongly reflects a psychological approach in several ways.

First, the ICD-11 places subjective experience at the center, making clear 

that there is no normative standard for sexual activity. The assessment of 

sexual dysfunctions may involve physical examinations or laboratory tests 

but should be based primarily on the reported, subjective experience of the 

individual. Satisfactory sexual functioning is defined as being satisfying to the indi-

vidual; that is, the person is able to participate in sexual activity and in a sexual 

relationship as desired. A sexual dysfunction should not be diagnosed when 

the individual is satisfied with their pattern of sexual experience and activity, 

even if it is different from what might be satisfying to other people or from 

what is considered normative in a given culture or subculture. The individual’s 

experience of their own sexual functioning is treated with attention and respect. 

Similarly, the adequacy of sexual functioning is not defined by the extent to 

which it conforms with the desires of others. This has historically been a prob-

lematic aspect in that women’s sexual functioning has been viewed through the 

lens of male satisfaction (e.g., the concept of “frigidity”). Unrealistic expectations 

on the part of a partner, a discrepancy in sexual desire between partners, or 

inadequate sexual stimulation are all appropriate targets of treatment, but they 

are not valid bases for a diagnosis of sexual dysfunction.
Second, the ICD-11 classification of sexual dysfunctions and sexual pain dis-

orders includes a system of specifiers emphasizing important elements related 

to the developmental course and situational context of the dysfunction.  
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A temporal specifier indicates whether the dysfunction is lifelong (the person 
has always experienced the dysfunction from the time of initiation of relevant 
sexual activity) or acquired (the onset of the sexual dysfunction has followed 
a period of time during which the person did not experience it). A situational 

specifier indicates whether the dysfunction is generalized (the desired response 
is absent or diminished in all circumstances, including masturbation) or situa-

tional (the desired response is absent or diminished in some circumstances— 
e.g., with some partners or in response to some stimuli but not in others).

Third, a system of etiological considerations specifiers that indicate a wide range 
of potential contributing factors can be applied to all sexual dysfunctions and 
sexual pain disorders. These are not mutually exclusive, and as many may be 
applied as relevant to a particular case. Etiological considerations specifiers 
include the following (see WHO, 2023):

•	 “Associated with a medical condition, injury, or the effects of surgery or 
radiation treatment.” This specifier is used when there is evidence that 
an underlying or comorbid medical condition, including hormonal, neuro-
logical, and vascular conditions; injuries; and consequences of surgical or 
radiation treatment is an important contributing factor to sexual dysfunc-
tions or sexual pain disorders. Examples include diabetes mellitus, pitu-
itary adenomas, multiple sclerosis, metabolic syndrome, hypothyroidism, 
hyperprolactinemia, female genital mutilation, radical prostatectomy, and 
injury to the spinal cord.

•	 “Associated with psychological or behavioral factors, including mental dis-
orders.” This specifier is used when the clinician judges that psychological 
and behavioral factors or symptoms are important contributing factors. 
Examples include low self-esteem, negative attitudes toward sexual activity, 
adverse past sexual experiences (including trauma), and behavioral patterns 
such as poor sleep hygiene and overwork. Mental disorders such as depres-
sive disorders, anxiety and fear-related disorders, and disorders specifically 
associated with stress also frequently interfere with sexual functioning, as do 
subthreshold depressive, anxiety, or stress symptoms.

•	 “Associated with use of psychoactive substance or medication.” This spec-
ifier is used when there is evidence that the direct physiological effects of a 
psychoactive substance or medication are an important contributing factor. 
Examples include selective serotonin reuptake inhibitors, histamine-2 recep-
tor antagonists (e.g., cimetidine), alcohol, opioids, and amphetamines.

•	 “Associated with lack of knowledge or experience.” This specifier is applied  
when the clinician’s assessment indicates that the individual’s lack of knowl-
edge or experience of their own body, sexual functioning, and sexual response 
is an important contributing factor. This includes inaccurate information or 
myths about sexual functioning.

•	 “Associated with relationship factors.” This specifier is available to the cli-
nician to indicate that relationship factors are important contributing fac-
tors to the sexual dysfunction or sexual pain disorder. Examples include 
relationship conflict or lack of romantic attachment.
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•	 “Associated with cultural factors.” This specifier is used when the clinician’s 

assessment indicates that cultural factors are important contributing factors 

to the sexual dysfunction or sexual pain disorder. Cultural factors may influ-

ence expectations or provoke inhibitions about the experience of sexual 

pleasure or other aspects of sexual activity. Other examples include strong 

culturally shared beliefs about sexual expression—for example, a belief that 

loss of semen can lead to weakness, disease, or death.

Together, these aspects of the ICD-11 classification of sexual dysfunctions 

and sexual pain disorders support and promote a conceptualization of sexual 

disorders that is biopsychosocial, person-centered, relational, multidimensional, 

and richly contextual. This is a major innovation in the diagnosis of sexual dys-

functions that is fully consistent with a psychological approach.

PRESENTATIONS AND SYMPTOM PATTERNS

Several required features are common to all sexual dysfunctions. For an indi-

vidual’s experienced difficulty with sexual functioning to be diagnosable, it 

must (a) occur frequently; (b) have been present episodically or persistently for 

a period of at least several months, although it may fluctuate in severity or be 

absent on some occasions; and (c) be associated with clinically significant dis-

tress. These requirements separate sexual dysfunctions in the ICD-11 from 

normal variation. Level and quality of sexual experience and functioning fluc-

tuate over the life cycle and in response to life events or other stressors. Tempo-

rary or periodic fluctuations in sexual functioning in response to developmental 

changes or life events should not be diagnosed as a sexual dysfunction.

However, the ICD-11 also indicates that in cases where there is an imme-

diate acute cause of the sexual dysfunction (e.g., a radical prostatectomy or 

injury to the spinal cord in the case of erectile dysfunction; effects of breast 

cancer and its treatment in female sexual arousal dysfunction), the diagnosis 

can be assigned even though the duration requirement has not been met. This 

is intended to facilitate the initiation of treatment to support the individual in 

returning to sexual functioning they experience as satisfying. Similarly, there 

are no frequency or duration requirements for sexual pain disorders, so as not 

to impose any barrier to their rapid treatment.

The presenting features of the main sexual dysfunction and sexual pain 

disorder diagnoses are described in the following subsections.

Hypoactive Sexual Desire Dysfunction

Hypoactive sexual desire dysfunction is characterized by the absence or marked 

reduction in sexual desire. This may include reduced or absent spontaneous 

desire, such as sexual thoughts or fantasies; reduced or absent responsive desire 

to erotic cues and stimulation; or inability to sustain desire or interest in sexual 

activity once it has been initiated. As a result, the individual typically avoids 

initiating or participating in sexual activity or situations that might lead to such 

Co
py

rig
ht

 A
m

er
ic

an
 P

sy
ch

ol
og

ic
al

 A
ss

oc
ia

tio
n.

 N
ot

 fo
r 

fu
rt

he
r 

di
st

rib
ut

io
n.



356  Khoury et al.

activity. Most individuals with hypoactive sexual desire dysfunction also report 

a subjective experience of diminished or absent enjoyment when they do par-

ticipate in sexual activity.

Changes in the level of sexual desire are often related to relationship 

problems. In addition, sexual desire may be affected by a variety of medical 

conditions, including hormonal changes, endocrine disorders, and chronic 

illnesses. Use of certain medications (e.g., selective serotonin reuptake inhib-

itors, benzodiazepines, antipsychotics, hormones, anticonvulsants, and, in men, 

5-alpha reductase inhibitors) or substances (e.g., opioids, long-term use of 

alcohol or amphetamines) can also affect sexual desire. Depressive episodes, 

anxiety and fear-related disorders, posttraumatic stress disorder, or subthreshold 

psychological and behavioral symptoms may also contribute to lack of sexual 

desire. Sexual desire may also be affected by a history of traumatic experi-

ences, including sexual abuse. The contributions of these factors can be 

recorded using the etiological considerations specifiers for sexual dysfunction 

and sexual pain disorders.

Female Sexual Arousal Dysfunction

Female sexual arousal dysfunction is characterized by the absence or marked 

reduction in a sexual response to sexual stimulation. This may include an 

absence or marked reduction in genital response, including vulvovaginal lubri-

cation, engorgement of the genitalia, and sensitivity of the genitalia; absence 

or marked reduction in nongenital sexual responses such as hardening of 

the nipples, flushing of the skin, increased heart rate, increased blood pressure, 

and increased respiration rate; or absence or marked reduction in subjective 

feelings of sexual arousal, excitement, or pleasure from any type of sexual 

stimulation. This absence or marked reduction in sexual response to sexual stim-

ulation occurs even though the individual desires sexual activity and sexual 

stimulation is adequate. Like lack of sexual desire, lack of sexual arousal in 

response to stimulation in women can be a manifestation of relationship prob-

lems. It can also be affected by a range of medical conditions (e.g., diabetes 

mellitus, multiple sclerosis, metabolic syndrome, hypertension, and hyper-

lipidemia, injuries, radiation therapy, surgical treatments) as well as by psycho

logical and behavioral symptoms and disorders. Furthermore, sexual arousal 

in women can be affected by substances or medications (e.g., antidepressants 

including selective serotonin reuptake inhibitors and serotonin and norepi-

nephrine reuptake inhibitors, antihypertensives, antihistamines, antipsychotics). 

These factors can all be recorded using the etiological considerations specifiers.

Male Erectile Dysfunction

Male erectile dysfunction is characterized by inability or marked reduction in 

the ability to attain or sustain a penile erection of sufficient duration or rigidity 

to allow for sexual activity. The erectile difficulty occurs despite the desire for 
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sexual activity and adequate sexual stimulation and has occurred episodically 

or persistently over a period of at least several months, although symptoms 

may fluctuate in severity or be absent on some occasions. Sexual activity that 

is experienced as unsatisfying because of difficulties with erectile functioning 

can lead to anxiety surrounding the inability to attain or sustain a penile erec-

tion that in subsequent sexual interactions may draw the man’s attention away 

from erotic cues that normally serve to enhance arousal. In turn, this may con-

tribute to the development and maintenance of erectile dysfunction.

Examples of medical conditions that can affect erectile functioning include 

those that affect the nervous and vascular systems, such as diabetes mellitus, 

cardiovascular disease, neurological disorders, and genitourinary diseases, as 

well as injuries and radiological or surgical treatments. In cases where there 

is an immediate acute cause of the male erectile dysfunction, such as radical 

prostatectomy or injury to the spinal cord, the diagnosis can be assigned to 

facilitate entry to treatment when this is important to the person, even though 

the duration requirement of several months has not been met. Depressive, 

anxiety, and other psychological and behavioral symptoms and disorders may 

interfere with erectile functioning, which can also be affected by a history of 

trauma, including sexual and psychological abuse. Use of certain medications 

(e.g., beta-blockers, antidepressants including selective serotonin reuptake 

inhibitors and serotonin and norepinephrine reuptake inhibitors) or substances 

(e.g., smoking, alcohol, amphetamines, opioids, cocaine) can also interfere 

with erectile functioning. Erectile dysfunction may also be related to relation-

ship problems. These factors can be recorded using the etiological consider-

ations specifiers.

Anorgasmia

Anorgasmia is characterized by the absence or marked infrequency of orgasm 

or markedly diminished intensity of orgasmic sensations. In women, this 

includes a marked delay in orgasm, which in men would typically be diag-

nosed as male delayed ejaculation. The pattern of absence, delay, or diminished 

frequency or intensity of orgasm occurs despite adequate sexual stimulation, 

including the desire for sexual activity and orgasm.

The experience of orgasm may be affected by a variety of medical condi-

tions, including diabetes mellitus, multiple sclerosis, Parkinson disease, injuries  

(e.g., female genital mutilation, spinal cord pathology, brain injuries), and sur-

gical treatments. Depressive, anxiety, and other psychological and behavioral 

symptoms may interfere with orgasmic functioning. Orgasmic functioning may 

also be affected by a history of trauma including sexual and psychological 

abuse. Use of certain medications (e.g., antidepressants including selective 

serotonin reuptake inhibitors and serotonin and norepinephrine reuptake 

inhibitors, anticonvulsants, antipsychotics) or substances (e.g., opioids) may 

affect orgasmic experience. These contributory factors should be documented 

using the etiological considerations specifiers.
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Male Early E jaculation

Male early ejaculation is characterized as ejaculation that occurs before or 

within a very short duration of the initiation of penetration (e.g., less than 

1 minute) or other relevant sexual stimulation, with no or little perceived 

control over ejaculation. Ejaculatory latency can be influenced by multiple 

factors, including overall physical health; the frequency of sexual intercourse; 

the period of time elapsed since the previous ejaculation; the duration and 

content of foreplay; the sexual position; and the depth, force, and frequency 

of penile thrusting.

Unrealistic expectations on the part of the man or his partner regarding 

what should be his capacity to control his ejaculations or a discrepancy in 

sexual desire between partners is not a valid basis for a diagnosis of male early 

ejaculation. As a point of reference, for lifelong male early ejaculation involving 

vaginal penetration, an ejaculatory latency of less than 1 minute is commonly 

used as a diagnostic threshold in research, whereas for acquired male early 

ejaculation involving vaginal penetration, an ejaculatory latency of less than 

3 minutes is commonly used.

Ejaculatory latency fluctuates over the life cycle, typically being shorter in 

younger men. Transient early ejaculation (e.g., following a period of sexual 

abstinence) is not uncommon. Ejaculatory latency may also be influenced by 

a variety of factors, including life events or other stressors. A temporary or 

periodic reduction of ejaculatory latency in response to developmental changes 

or life events should not be diagnosed as male early ejaculation.

Male Delayed E jaculation

Male delayed ejaculation is characterized by the inability to achieve ejaculation 

or an excessive or increased latency to achieve ejaculation, despite adequate 

sexual stimulation and the desire to ejaculate. Men with delayed ejaculation 

may have little or no difficulty attaining or sustaining erections but often report 

low levels of subjective sexual arousal and pleasure, which may or may not 

meet the diagnostic requirements for hypoactive sexual desire dysfunction, 

and lower frequencies of coital activity. Sexual activity that is experienced as 

unsatisfying because of difficulties with ejaculatory functioning can lead to 

anxiety surrounding the inability to ejaculate that in subsequent sexual inter-

actions may draw the man’s attention away from erotic cues that normally 

serve to enhance arousal and later ejaculation. In turn, this may contribute to 

the development and maintenance of male delayed ejaculation.

Ejaculatory functioning may be affected by a variety of medical conditions, 

including diabetes mellitus, multiple sclerosis, and thyroid diseases, as well 

as injuries and surgical treatments (e.g., radical prostatectomy). Depressive, 

anxiety, and other psychological and behavioral symptoms can interfere with 

ejaculatory functioning, as can a history of trauma including sexual and 

psychological abuse. Use of certain medications (e.g., antidepressants includ-

ing selective serotonin reuptake inhibitors and serotonin and norepinephrine 
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reuptake inhibitors, antipsychotics, alpha-blockers) or substances (e.g., alcohol, 

amphetamines, methadone, opioids) can also interfere with ejaculatory func-

tioning. Male delayed ejaculation may also be related to relationship problems. 

Contributing factors should be recorded using the etiological considerations 

specifiers.

Sexual Pain-Penetration Disorder

Sexual pain-penetration disorder is characterized by at least one of the follow-

ing: marked difficulties with penetration during sexual intercourse, including 

due to involuntary tightening or tautness of the pelvic floor muscles during 

attempted penetration; marked vulvovaginal or pelvic pain during penetration; 

or fear or anxiety about vulvovaginal or pelvic pain in anticipation of, during, or 

as a result of penetration. The symptoms are recurrent during sexual inter

actions that potentially involve penetration, even though the individual experi-

ences adequate sexual desire and stimulation. The symptoms are not explained 

by a mental disorder or medical condition that results in genital or penetrative 

pain, and they are not entirely attributable to insufficient vaginal lubrication or 

postmenopausal/age-related changes.

The experience of difficulties with penetration, vulvovaginal, or pelvic pain 

during intercourse, or fear or anxiety about engaging in sexual activity, can 

lead to anxiety that, in subsequent sexual interactions, is likely to draw the 

individual’s attention away from erotic cues that normally serve to enhance 

arousal. In turn, this may contribute to the development and maintenance 

of sexual pain-penetration disorder. Avoidance of sexual activity as a result of 

sexual pain-penetration disorder is common, even if sexual desire is present. 

Over time, avoidance may generalize to a variety of stimuli associated with 

sex or sexual situations. The individual may experience difficulty with pene-

tration or entry, including during attempted medical examinations or insertion 

of an object (such as a tampon), and may show signs of pelvic floor muscle 

involvement even at rest (i.e., in the absence of attempted penetration) exhib-

iting higher tone, more muscle spasm, more pain with medical examination, 

lower strength, and poorer muscle control. Treatment delays of months to years 

are common with sexual pain-penetration disorder. By the time individuals 

with the disorder come to clinical attention, both the individual and their 

partner may have given up on attempts at penetration during sex. The diag-

nosis should not be assigned based on isolated incidents but rather based on a 

pattern over time, involving repeated episodes of difficulty with penetration or 

associated pain, abandoned attempts, or avoidance of intercourse.

Examples of medical conditions that may underlie or contribute to sexual 

pain include provoked vestibulodynia, vulvodynia, pelvic floor muscle dysfunc-

tion, hypertonus, myalgia, postobstetric vulvar trauma, vulvovaginal atrophy, 

genitourinary syndrome of menopause, vaginal agenesis, pelvic inflammatory 

disease, endometriosis, interstitial cystitis, or female genital mutilation. If the 

symptoms are fully explained by the underlying medical condition and do not 

represent an independent focus of clinical attention, it is typically not necessary 
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to assign an additional diagnosis of sexual pain-penetration disorder. Depressive, 

anxiety, and other psychological and behavioral symptoms may contribute to 

discomfort, anxiety, or pain related to penetration, which can also be related to 

a history of trauma including sexual and psychological abuse. Sexual pain- 

penetration disorder may also be related to relationship problems. The appro-

priate etiological specifiers should be used to document relevant contributing 

factors.

ASSESSMENT

In assessing sexual dysfunctions, it is important to take a detailed history of 

the problem, exploring the different factors that may have contributed to its 

onset and maintenance. The clinician should keep in mind that some initially 

precipitating or contributory factors (e.g., a depressive episode) may no longer 

be present even though the dysfunction has persisted after their remission. 

A medical examination is often important to understand the contribution 

made by medical conditions and their treatment.

Most of the information needed for identifying and managing sexual dys-

functions will be gathered by clinical interview. The clinician should particu-

larly focus on the status of the relationship, including differences in partner 

desires, partner responses to sexual difficulties, and intimate partner violence 

(Brotto et al., 2016). When assessing sexual pain disorders, it is important to 

ask about arousal before the attempt, the possibility of vaginal entry, the 

timing and duration of the pain, relevant medical findings, and the partner’s 

response to the individual’s experience of pain.

Rather than comparing sexual functioning to what is considered normal 

by general society, it is important to compare an individual’s desire, arousal, 

receptivity, and orgasm to their usual or previous experiences as well as to the 

sexual experience they would consider to be satisfactory or desirable. Past 

experiences of trauma, including sexual abuse, should be evaluated because 

these are often relevant factors. It is critical to achieve an understanding of 

how the individual’s cultural background impacts their experience of sexual 

desire, sexual pleasure, sexual dysfunction, and related distress. An additional 

important enquiry in the assessment process is the partner’s sexual response 

cycle because the presenting dysfunction may sometimes be secondary to 

the partner’s sexual dysfunction.

There are a variety of standardized questionnaires that can be useful in 

the clinical assessment of sexual dysfunctions (Grover & Shouan, 2020). The 

Female Sexual Functioning Index (FSFI; Meston et al., 2019) is widely used 

for women and generally compatible with the ICD-11. The Female Sexual Dis-

tress Scale (Derogatis et al., 2002) could be used in conjunction with the FSFI, 

which does not assess distress related to sexual functioning. The Male Sexual 

Health Questionnaire (Rosen et  al., 2004) is commonly used for men. All 

these scales are available in multiple languages and free of charge for clinical 

use or unfunded research projects (https://eprovide.mapi-trust.org/).
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CO-OCCURRING DISORDERS

Sexual dysfunctions can co-occur with one another, and all diagnoses for 

which the diagnostic requirements are met and that represent a focus of clin-

ical attention may be assigned. However, multiple diagnoses should not be 

assigned based entirely on overlapping features. For example, if a woman has 

difficulties with attaining or sustaining genital and nongenital responses but 

these are fully explained by diminished or absent sexual desire (i.e., hypoactive  

sexual desire dysfunction), an additional diagnosis of female sexual arousal 

dysfunction should not be assigned.

Sexual dysfunctions can be associated with a range of health issues that may 

be contributing factors in their development and maintenance, as described in 

the previous sections. These include diabetes mellitus, heart disease, hyper-

tension, cancer, sexually transmitted infections, urinary tract conditions, and 

infertility (McCabe et al., 2016).

Individuals who experience sexual dysfunctions also have elevated rates 

of co-occurring mental health problems compared with those without sexual 

dysfunctions (Günzler & Berner, 2012; Heiman, 2002). In particular, the adverse 

effects of depressive episodes on sexual desire and sexual pleasure have been 

well documented (Angst, 1998; Baldwin, 2001). Moreover, some antidepressant 

medications interfere with sexual functioning (Kennedy et al., 2000). Other 

mental disorders including panic disorder, social anxiety disorder, and obsessive- 

compulsive disorder—as well as anxiety related to sexual performance—have 

also been shown to affect sexual functioning (Aksaray et al., 2001; Figueira 

et al., 2001; Kane et al., 2019; McCabe et al. 2016). The relationship of these 

psychological disorders to sexual dysfunctions is likely to be bidirectional, with 

relationship problems potentially exacerbating both (Catalan et al., 1990).

PREVALENCE

Approximately one third of both men and women report having sexual prob-

lems at some point during their lives (Brotto et al., 2016). The sexual dys-

functions most commonly reported by men are early ejaculation and male 

erectile dysfunction, whereas women are more likely to report hypoactive 

sexual desire dysfunction, followed by female sexual arousal dysfunction and 

sexual pain. A large proportion of women experience multiple sexual dys-

functions (McCabe et al., 2016).

CULTURAL CONSIDERATIONS

Sex is experienced subjectively, and that experience may be heavily influenced 

by one’s cultural context and upbringing. Norms vary across cultures regard-

ing individual sexual desire, arousal, sexual practices, duration of intercourse, 
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and expectation of orgasm (Nicolosi et al., 2004). Care seeking and clinical 

distress related to sexual dysfunctions are influenced by sociocultural factors 

such as the expectations of the partner, sexual education, family and religious 

values, and messages from the media. Cultures differ regarding whether 

sexual activity is viewed as a means of experiencing pleasure or solely for 

procreation, particularly for women (Bhugra & de Silva, 2007). People from 

pleasure-oriented cultures are more likely to complain and seek care difficulties 

related to sexual arousal and pleasure because they are more likely to believe 

that they are entitled to these experiences.

In contrast, people from more strongly procreation-oriented societies may 

focus on difficulties with pain or male arousal and orgasm, which are per-

ceived as signs of a physical problem (e.g., Dogan, 2009; Lo & Kok, 2014). For 

example, in a field study for ICD-11, Sharan et al. (2019) found in a sample  

of married Indian women with probable sexual problems that most had lim-

ited knowledge and felt unskilled in sex and reported being led by their hus-

bands in sexual matters. Unlike lack of desire and sexual pain, they were 

unlikely to experience lack of arousal and absence of orgasm as problematic 

or distressing. Similarly, in some societies, sexual dysfunctions may be linked 

more strongly to satisfaction of the couple and related threats to the relation-

ship, whereas in others they are more strongly related to feeling of shame and 

failure (e.g., for men in the expression of potency, masculinity, superiority, 

and power).

In societies that do not encourage conversation about sexuality, many 

sexual practices are likely to be unfamiliar to many individuals, and more so 

for women who are expected to limit and repress their sexual needs before 

marriage. Religious ideologies may depict sexual activity outside marriage as a 

sin and virginity as sacred (Khoury et al., 2012), strongly influencing the sexual  

norms of many belief-oriented societies. Indeed, sexual activity of women out-

side marriage could be punished through discrimination, destroyed reputa-

tions, and, in some traditional societies, death (Abu-Baker, 2005; Bhugra & 

de Silva, 2007). This leads to reactions that may mimic or help explain sexual 

dysfunctions or symptoms but that in some cases could be considered normal 

reactions rather than pathological. When women are taught to believe that 

being interested in sex is disgraceful, they may experience guilt and shame, 

both of which have been associated with low levels of sexual desire and arousal 

(Lau et al., 2005; Woo et al., 2012).

Finally, whereas moral and religious beliefs can shape attitudes about sex, 

media messages may also play an important role (Atallah et al., 2016). For 

example, media images suggesting that only slender females are sexually 

desirable or appealing can affect women’s body image and perceptions of their 

desirability and right to enjoyment. Particularly in societies with limited access 

to accurate information about sex, learning about sex from pornographic 

videos can create unrealistic expectations about the nature of sexual inter

actions as well as size, performance, and duration (Khan et al., 2008).
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KEY POINTS

•	 The ICD-11 classification of sexual dysfunctions is an area of major innova-
tion. It overcomes the traditional separation of mind and body that charac-
terized ICD-10 and instead provides a new, integrated classification of sexual 
dysfunctions as a part of a new chapter on conditions related to sexual health.

•	 The ICD-11 classification of sexual dysfunctions is based on the perspective 
that sexual response is a complex interaction of psychological, interpersonal, 
social, cultural, and physiological processes. This biopsychosocial view of 
sexual dysfunctions is highly compatible with a psychological approach.

•	 The ICD-11 organizes sexual dysfunctions into five main groups: hypoactive 
sexual desire dysfunction, sexual arousal dysfunctions, orgasmic dysfunc-
tions, ejaculatory dysfunctions, and other specified sexual dysfunctions.

•	 Sexual pain disorders are characterized by marked and persistent or recur-
rent difficulties related to the experience of pain during sexual activity that 
is not entirely attributable to an underlying medical condition or other 
physical factors. Sexual pain-penetration disorder is the central diagnosis 
in the grouping of sexual pain disorders; fear or anxiety about vulvovaginal 
or pelvic pain in anticipation of, during, or as a result of penetration is one 
of its primary features.

•	 The ICD-11 classification of sexual dysfunctions and sexual pain disorders 
includes a system of specifiers emphasizing important elements related 
to the developmental course and situational context of the dysfunction.  
A system of etiological considerations specifiers allows the clinician to doc-
ument a wide range of potential contributing factors.

•	 Together, these aspects of the ICD-11 classification of sexual dysfunctions and 
sexual pain disorders support and promote a conceptualization of sexual dis-
orders that is biopsychosocial person-centered, relational, multidimensional, 
richly contextual, and psychological.
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Aksaray, G., Yelken, B., Kaptanoğlu, C., Oflu, S., & Özaltin, M. (2001). Sexuality in 
women with obsessive compulsive disorder. Journal of Sex & Marital Therapy, 27(3), 
273–277. https://doi.org/10.1080/009262301750257128

Angst, J. (1998). Sexual problems in healthy and depressed persons. International Clin-
ical Psychopharmacology, 13(Suppl. 6), S1–S4. https://doi.org/10.1097/00004850- 
199807006-00001

Atallah, S., Johnson-Agbakwu, C., Rosenbaum, T., Abdo, C., Byers, E. S., Graham, C., 
Nobre, P., Wylie, K., & Brotto, L. (2016). Ethical and sociocultural aspects of sexual 
function and dysfunction in both sexes. The Journal of Sexual Medicine, 13(4), 591–606.  
https://doi.org/10.1016/j.jsxm.2016.01.021

Co
py

rig
ht

 A
m

er
ic

an
 P

sy
ch

ol
og

ic
al

 A
ss

oc
ia

tio
n.

 N
ot

 fo
r 

fu
rt

he
r 

di
st

rib
ut

io
n.



364  Khoury et al.

Baldwin, D. S. (2001). Depression and sexual dysfunction. British Medical Bulletin, 57(1), 
81–99. https://doi.org/10.1093/bmb/57.1.81

Basson, R. (2000). The female sexual response: A different model. Journal of Sex & 
Marital Therapy, 26(1), 51–65. https://doi.org/10.1080/009262300278641

Basson, R. (2001). Human sex-response cycles. Journal of Sex & Marital Therapy, 27(1), 
33–43. https://doi.org/10.1080/00926230152035831

Basson, R. (2002). Are our definitions of women’s desire, arousal and sexual pain dis-
orders too broad and our definition of orgasmic disorder too narrow? Journal of Sex 
& Marital Therapy, 28(4), 289–300. https://doi.org/10.1080/00926230290001411

Basson, R. (2005). Women’s sexual dysfunction: Revised and expanded definitions. 
Canadian Medical Association Journal, 172(10), 1327–1333. https://doi.org/10.1503/
cmaj.1020174

Bhugra, D., & de Silva, P. (2007). Sexual dysfunction across cultures. In D. Bhugra & 
K. Bhui (Eds.), Textbook of cultural psychiatry (pp. 364–378). Cambridge University 
Press. https://doi.org/10.1017/CBO9780511543609.029

Binik, Y. M. (2005). Should dyspareunia be retained as a sexual dysfunction in DSM-V? 
A painful classification decision. Archives of Sexual Behavior, 34(1), 11–21. https://
doi.org/10.1007/s10508-005-0998-4

Binik, Y. M. (2010). The DSM diagnostic criteria for vaginismus. Archives of Sexual 
Behavior, 39(2), 278–291. https://doi.org/10.1007/s10508-009-9560-0

Brotto, L., Atallah, S., Johnson-Agbakwu, C., Rosenbaum, T., Abdo, C., Byers, E. S., 
Graham, C., Nobre, P., & Wylie, K. (2016). Psychological and interpersonal dimen-
sions of sexual function and dysfunction. The Journal of Sexual Medicine, 13(4), 538–571. 
https://doi.org/10.1016/j.jsxm.2016.01.019

Carvalho, J., & Nobre, P. (2011). Biopsychosocial determinants of men’s sexual desire: 
Testing an integrative model. The Journal of Sexual Medicine, 8(3), 754–763. https:// 
doi.org/10.1111/j.1743-6109.2010.02156.x

Catalan, J., Hawton, K., & Day, A. (1990). Couples referred to a sexual dysfunction 
clinic: Psychological and physical morbidity. The British Journal of Psychiatry, 156(1), 
61–67. https://doi.org/10.1192/bjp.156.1.61

Chou, D., Cottler, S., Khosla, R., Reed, G. M., & Say, L. (2015). Sexual health in the Inter
national Classification of Diseases (ICD): Implications for measurement and beyond. 
Reproductive Health Matters, 23(46), 185–192. https://doi.org/10.1016/j.rhm.2015. 
11.008

Defreyne, J., Elaut, E., Kreukels, B., Fisher, A. D., Castellini, G., Staphorsius, A., Den 
Heijer, M., Heylens, G., & T’Sjoen, G. (2020). Sexual desire changes in transgender 
individuals upon initiation of hormone treatment: Results from the Longitudinal 
European Network for the Investigation of Gender Incongruence. The Journal of Sexual 
Medicine, 17(4), 812–825. https://doi.org/10.1016/j.jsxm.2019.12.020

Derogatis, L. R., Rosen, R., Leiblum, S., Burnett, A., & Heiman, J. (2002). The Female 
Sexual Distress Scale (FSDS): Initial validation of a standardized scale for assessment 
of sexually related personal distress in women. Journal of Sex & Marital Therapy, 28(4), 
317–330. https://doi.org/10.1080/00926230290001448

Dias-Amaral, A., & Marques-Pinto, A. (2018). Female genito-pelvic pain/penetration 
disorder: Review of the related factors and overall approach. Revista Brasileira de 
Ginecologia e Obstetrícia, 40(12), 787–793. https://doi.org/10.1055/s-0038-1675805

Dogan, S. (2009). Vaginismus and accompanying sexual dysfunctions in a Turkish clin-
ical sample. The Journal of Sexual Medicine, 6(1), 184–192. https://doi.org/10.1111/j.1743- 
6109.2008.01048.x

Figueira, I., Possidente, E., Marques, C., & Hayes, K. (2001). Sexual dysfunction:  
A neglected complication of panic disorder and social phobia. Archives of Sexual 
Behavior, 30(4), 369–377. https://doi.org/10.1023/A:1010257214859

Grover, S., & Shouan, A. (2020). Assessment scales for sexual disorders: A review. Journal  
of Psychosexual Health, 2(2), 121–138. https://doi.org/10.1177/2631831820919581

Co
py

rig
ht

 A
m

er
ic

an
 P

sy
ch

ol
og

ic
al

 A
ss

oc
ia

tio
n.

 N
ot

 fo
r 

fu
rt

he
r 

di
st

rib
ut

io
n.



Sexual Dysfunctions and Sexual Pain Disorders  365

Günzler, C., & Berner, M. M. (2012). Efficacy of psychosocial interventions in men and 
women with sexual dysfunctions—A systematic review of controlled clinical trials. 
The Journal of Sexual Medicine, 9(12), 3108–3125. https://doi.org/10.1111/j.1743-6109. 
2012.02965.x

Heiman, J. R. (2002). Sexual dysfunction: Overview of prevalence, etiological factors, 
and treatments. Journal of Sex Research, 39(1), 73–78. https://doi.org/10.1080/ 
00224490209552124

Holmberg, M., Arver, S., & Dhejne, C. (2019). Supporting sexuality and improving 
sexual function in transgender persons. Nature Reviews Urology, 16(2), 121–139. 
https://doi.org/10.1038/s41585-018-0108-8

Jannini, E. A., McCabe, M. P., Salonia, A., Montorsi, F., & Sachs, B. D. (2010). Organic 
vs. psychogenic? The Manichean diagnosis in sexual medicine. The Journal of Sexual 
Medicine, 7(5), 1726–1733. https://doi.org/10.1111/j.1743-6109.2010.01824.x

Kane, L., Dawson, S. J., Shaughnessy, K., Reissing, E. D., Ouimet, A. J., & Ashbaugh, 
A. R. (2019). A review of experimental research on anxiety and sexual arousal: 
Implications for the treatment of sexual dysfunction using cognitive behavioral 
therapy. Journal of Experimental Psychopathology, 10(2). Advance online publication. 
https://doi.org/10.1177/2043808719847371

Kennedy, S. H., Jr., Eisfeld, B. S., Dickens, S. E., Bacchiochi, J. R., & Bagby, R. M. 
(2000). Antidepressant-induced sexual dysfunction during treatment with moclo
bemide, paroxetine, sertraline, and venlafaxine. The Journal of Clinical Psychiatry, 61(4), 
276–281. https://doi.org/10.4088/JCP.v61n0406

Kerckhof, M. E., Kreukels, B. P. C., Nieder, T. O., Becker-Hébly, I., van de Grift, T. C., 
Staphorsius, A. S., Köhler, A., Heylens, G., & Elaut, E. (2019). Prevalence of sexual 
dysfunctions in transgender persons: Results from the ENIGI follow-up study [erratum 
at https://doi.org/10.1016/j.jsxm.2020.02.003]. The Journal of Sexual Medicine, 
16(12), 2018–2029. https://doi.org/10.1016/j.jsxm.2019.09.003

Khan, S. I., Hudson-Rodd, N., Saggers, S., Bhuiyan, M. I., Bhuiya, A., Karim, S. A., & 
Rauyajin, O. (2008). Phallus, performance and power: Crisis of masculinity. Sexual 
and Relationship Therapy, 23(1), 37–49. https://doi.org/10.1080/14681990701790635

Khoury, B., Attallah, E., & Fayad, Y. (2012). Classification of sexual dysfunctions in the 
Arab world in relation to ICD-11. Arab Journal of Psychiatry, 23(Suppl.), 35–41.

Lau, J. T., Wang, Q., Cheng, Y., & Yang, X. (2005). Prevalence and risk factors of sexual 
dysfunction among younger married men in a rural area in China. Urology, 66(3), 
616–622. https://doi.org/10.1016/j.urology.2005.04.010

Lewis, R. W., Fugl-Meyer, K. S., Corona, G., Hayes, R. D., Laumann, E. O., Moreira, 
E. D., Jr., Rellini, A. H., & Segraves, T. (2010). Definitions/epidemiology/risk factors 
for sexual dysfunction. The Journal of Sexual Medicine, 7(4 Pt 2), 1598–1607. https:// 
doi.org/10.1111/j.1743-6109.2010.01778.x

Lo, S. S. T., & Kok, W. M. (2014). Sexual behavior and symptoms among reproductive 
age Chinese women in Hong Kong. The Journal of Sexual Medicine, 11(7), 1749–1756. 
https://doi.org/10.1111/jsm.12508

Marinelli, L., Cagnina, S., Bichiri, A., Magistri, D., Crespi, C., & Motta, G. (2023). Sexual  
function of transgender assigned female at birth seeking gender affirming care: A narra
tive review. International Journal of Impotence Research. Advance online publication. 
https://doi.org/10.1038/s41443-023-00711-7

Masters, W., & Johnson, V. (1966). Human sexual response. Little Brown.
McCabe, M. P., Sharlip, I. D., Lewis, R., Atalla, E., Balon, R., Fisher, A. D., Laumann, E.,  

Lee, S. W., & Segraves, R. T. (2016). Incidence and prevalence of sexual dysfunction 
in women and men: A consensus statement from the Fourth International Consul-
tation on Sexual Medicine 2015. The Journal of Sexual Medicine, 13(2), 144–152. 
https://doi.org/10.1016/j.jsxm.2015.12.034

Meston, C. M. (2000). The psychophysiological assessment of female sexual function. 
Journal of Sex Education and Therapy, 25(1), 6–16. https://doi.org/10.1080/01614576. 
2000.11074323

Co
py

rig
ht

 A
m

er
ic

an
 P

sy
ch

ol
og

ic
al

 A
ss

oc
ia

tio
n.

 N
ot

 fo
r 

fu
rt

he
r 

di
st

rib
ut

io
n.



366  Khoury et al.

Meston, C. M., Freihart, B. K., Handy, A. B., Kilimnik, C. D., & Rosen, R. C. (2019). 
Scoring and interpretation of the FSFI: What can be learned from 20 years of use? 
The Journal of Sexual Medicine, 17(1), 17–25. https://doi.org/10.1016/j.jsxm.2019.10.007

Nicolosi, A., Laumann, E. O., Glasser, D. B., Moreira, E. D., Jr., Paik, A., Gingell, C., & 
the Global Study of Sexual Attitudes and Behaviors Investigators’ Group. (2004). 
Sexual behavior and sexual dysfunctions after age 40: The global study of sexual 
attitudes and behaviors. Urology, 64(5), 991–997. https://doi.org/10.1016/j.urology. 
2004.06.055

Parish, S. J., Cottler-Casanova, S., Clayton, A. H., McCabe, M. P., Coleman, E., & Reed, 
G. M. (2021). The evolution of female sexual disorders/dysfunctions nomenclature 
and definitions: A review of DSM, ICSM, ISSWSH, and ICD classification systems. 
Sexual Medicine Reviews, 9(1), 36–56. https://doi.org/10.1016/j.sxmr.2020.05.001

Perelman, M. A. (2009). The sexual tipping point: A mind/body model for sexual med-
icine. The Journal of Sexual Medicine, 6(3), 629–632. https://doi.org/10.1111/j.1743-6109. 
2008.01177.x

Peterson, Z. D. (Ed.). (2017). The Wiley handbook of sex therapy. Wiley Blackwell.
Reed, G. M., Drescher, J., Krueger, R. B., Atalla, E., Cochran, S. D., First, M. B., 

Cohen-Kettenis, P. T., Arango-de Montis, I., Parish, S. J., Cottler, S., Briken, P., & 
Saxena, S. (2016). Disorders related to sexuality and gender identity in the ICD-11: 
Revising the ICD-10 classification based on current scientific evidence, best clinical 
practices, and human rights considerations. World Psychiatry, 15(3), 205–221. https:// 
doi.org/10.1002/wps.20354

Robles, R., Keeley, J. W., Vega-Ramírez, H., Cruz-Islas, J., Rodríguez-Pérez, V., Sharan, P.,  
Purnima, S., Rao, R., Rodrigues-Lobato, M. I., Soll, B., Askevis-Leherpeux, F., 
Roelandt, J.-L., Campbell, M., Grobler, G., Stein, D. J., Khoury, B., Khoury, J. E., 
Fresán, A., Medina-Mora, M. E., & Reed, G. M. (2022). Validity of categories related 
to gender identity in ICD-11 and DSM-5 among transgender individuals who seek 
gender-affirming medical procedures. International Journal of Clinical and Health Psy-
chology, 22(1), 100281. https://doi.org/10.1016/j.ijchp.2021.100281

Rosen, R. C., Catania, J., Pollack, L., Althof, S., O’Leary, M., & Seftel, A. D. (2004). 
Male Sexual Health Questionnaire (MSHQ): Scale development and psychometric 
validation. Urology, 64(4), 777–782. https://doi.org/10.1016/j.urology.2004.04.056

Sachs, B. D. (2003). The false organic-psychogenic distinction and related problems in 
the classification of erectile dysfunction. International Journal of Impotence Research, 
15(1), 72–78. https://doi.org/10.1038/sj.ijir.3900952

Sharan, P., Purnima, S., Rao, R., Kedia, S., Khoury, B., & Reed, G. M. (2019). Field test-
ing of ICD-11 proposals for female sexual dysfunctions in India: Cognitive interviews 
with patients. Archives of Medical Research, 50(8), 567–576. https://doi.org/10.1016/ 
j.arcmed.2020.01.002

Vedovo, F., Di Blas, L., Perin, C., Pavan, N., Zatta, M., Bucci, S., Morelli, G., Cocci, A., 
Delle Rose, A., Caroassai Grisanti, S., Gentile, G., Colombo, F., Rolle, L., Timpano, M.,  
Verze, P., Spirito, L., Schiralli, F., Bettocchi, C., Garaffa, G., . . . Trombetta, C. (2020). 
Operated male-to-female sexual function index: Validity of the first questionnaire 
developed to assess sexual function after male-to-female gender affirming surgery. The 
Journal of Urology, 204(1), 115–120. https://doi.org/10.1097/JU.0000000000000791

Woo, J. S., Brotto, L. A., & Gorzalka, B. B. (2012). The relationship between sex guilt 
and sexual desire in a community sample of Chinese and Euro-Canadian women. 
Journal of Sex Research, 49(2–3), 290–298. https://doi.org/10.1080/00224499.2010. 
551792

World Health Organization. (1992). The ICD-10 classification of mental and behavioural  
disorders: Clinical descriptions and diagnostic guidelines. https://www.who.int/publications/ 
i/item/9241544228

World Health Organization. (2023). ICD-11 for mortality and morbidity statistics (Version: 
01/2023). https://icd.who.int/browse11/l-m/en#/

Co
py

rig
ht

 A
m

er
ic

an
 P

sy
ch

ol
og

ic
al

 A
ss

oc
ia

tio
n.

 N
ot

 fo
r 

fu
rt

he
r 

di
st

rib
ut

io
n.



  367

20
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Katie Moraes de Almondes

OVERARCHING LOGIC

In the 11th revision of the International Classification of Diseases (ICD-11; World 
Health Organization [WHO], 2023), sleep–wake disorders have been unified in 
a new and separate chapter. This innovation corrects the inaccurate and frag-
mented distribution of these disorders in the 10th revision of the ICD (ICD-10), 
in which sleep–wake disorders were distributed across several chapters. In the 
ICD-10, so-called “nonorganic” sleep disorders were included in the chapter on 
mental and behavioral disorders, whereas most of the “organic” sleep disorders 
were included in the chapter on diseases of the nervous system. Other categories 
included in the ICD-11 chapter on sleep–wake disorders had previously been 
classified in the ICD-10 chapters on endocrine, nutritional, and metabolic 
diseases; diseases of the respiratory system; certain conditions originating in the 
perinatal period; and symptoms, signs, and abnormal clinical and laboratory 
findings, not elsewhere classified.

The ICD-11 resolves the outdated mind–body, nonorganic–organic split 
inherent in the ICD-10. Many sleep–wake disorders comprise both physiological 
and psychological/behavioral components; they are neither strictly mental disor-
ders nor medical conditions. Forced compartmentalization of these disorders into 
one or the other category resulted in misleading and inaccurate inferences 
regarding the nature of these conditions, with potentially adverse effects on 
treatment. The ICD-11 reflects an integrated biopsychosocial conceptualization of 

https://doi.org/10.1037/0000392-020
A Psychological Approach to Diagnosis: Using the ICD-11 as a Framework, G. M. Reed,  
P. L.-J. Ritchie, and A. Maercker (Editors)
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sleep–wake disorders that is in harmony with current evidence and best practices 
in the modern field of sleep medicine.

The unified ICD-11 classification of sleep–wake disorders also corrects what 
are now understood to be misclassifications of some disorders. For example, 
parasomnias (e.g., sleepwalking, night terrors, and nightmares) have historically 
been classified as mental disorders, based on outdated and incorrect assump-
tions about their etiology. These conditions are now understood to be largely 
biologically determined, including a substantial genetic component (Baldini 
et al., 2021; Broughton, 2022; Schredl, 2021). Moreover, the ICD-11 also allows 
for the specification of several important sleep-related conditions that were pre-
viously classified as “unspecified,” including REM sleep behavior disorder and 
periodic limb movement disorder.

The ICD-11 chapter on sleep–wake disorders seeks to enhance patient care 
and public health through a more visible and accurate system that will enhance 
clinician awareness and improve diagnostic accuracy and treatment. The con-
ceptualization of sleep–wake disorders as a distinct area supports the awareness 
and consideration of health-related consequences and impact of these disorders 
in other conditions such as mental and substance use disorders, neurological, 
respiratory, metabolic and endocrine disorders, and pain syndromes. Emerging 
data suggest that clinical attention to these sleep disorders as independent con-
ditions that significantly impact morbidity and mortality can improve health 
outcomes (Garbarino et al., 2016).

The ICD-11 classification of sleep–wake disorders was intentionally designed 
to be fully consistent with the third edition of the International Classification of 

Sleep Disorders (ICSD-3; American Academy of Sleep Medicine [AASM], 2014).  
It was developed by an international expert working group appointed jointly by 
the WHO Department of Mental Health and Substance Use and the AASM and 
chaired by the editor of the ICSD-3. Unlike the areas covered in this book that are 
part of the ICD-11 chapter on mental, behavioral and neurodevelopmental dis-
orders, sleep–wake disorders are not included in the ICD-11 Clinical Descriptions 

and Diagnostic Requirements (CDDR). The main part of ICD-11 contains descrip-
tions of each disorder, which include a summary of the diagnostic requirements  
that would be sufficient for most clinical applications. For example, the ICD-11 
description of chronic insomnia is as follows:

Chronic insomnia is a frequent and persistent difficulty initiating or maintaining 
sleep that occurs despite adequate opportunity and circumstances for sleep and 
that results in general sleep dissatisfaction and some form of daytime impairment. 
Daytime symptoms typically include fatigue, depressed mood or irritability, general 
malaise, and cognitive impairment. The sleep disturbance and associated daytime 
symptoms occur at least several times per week for at least 3 months. Some indi-
viduals with chronic insomnia may show a more episodic course, with recurrent 
episodes of sleep/wake difficulties lasting several weeks at a time over several 
years. Individuals who report sleep related symptoms in the absence of daytime 
impairment are not regarded as having an insomnia disorder. If the insomnia is due 
to another sleep–wake disorder, a mental disorder, another medical condition, or a 
substance or medication, chronic insomnia should only be diagnosed if the 
insomnia is an independent focus of clinical attention. (WHO, 2023)

Substantially more detailed guidance is provided in the ICSD-3, which will be 
particularly useful for specialists in sleep medicine.
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A PSYCHOLOGICAL APPROACH TO SLEEP–WAKE DISORDERS

A psychological approach to sleep–wake disorders is an increasingly important 

element in the clinical assessment, diagnosis, and treatment of these disorders 

due to the bidirectional relationship between sleep disturbances and mental 

health conditions. Specific behavior patterns, stress, anxiety, and depression are 

important predisposing, priming, or triggering factors in the development and 

maintenance of sleep–wake disorders (Dzierzewski et  al., 2021; Fang et  al., 

2019). In addition, sleep–wake disorders have important consequences for dis-

tress, mental health, and disability (Anderson & Bradley, 2013; Fang et al., 

2019). Sleep disruption or sleep deprivation, which occurs in most sleep–wake 

disorders, usually leads to impaired daytime functioning and mood, reduced 

cognitive function, and behavioral disturbances (Medic et al., 2017), typically 

associated with daytime sleepiness. Psychology plays an essential role in under-

standing and addressing the psychological components of sleep–wake disorders, 

both as risk factors and as outcomes (Meltzer et al., 2009; Stepanski & Perlis, 

2000). Accordingly, psychologists are increasingly being integrated in multi-

disciplinary sleep medicine teams, enhancing both research and clinical practice 

(Stepanski & Perlis, 2000).

This chapter includes information intended to be useful for the general 

clinical practice of psychologists and other mental health professionals on the 

following groupings within the sleep–wake disorders chapter: insomnia disor-

ders; hypersomnolence disorders; circadian rhythm sleep–wake disorders; 

and parasomnia disorders. These groupings cover the areas that had been 

classified as nonorganic sleep disorders in ICD-10 (WHO, 1992).

This chapter does not cover the groupings of sleep-related breathing disor-

ders and sleep-related movement disorders. Sleep-related breathing disorders 

are characterized by abnormalities of respiration during sleep and include cen-

tral sleep apneas, obstructive sleep apneas, and sleep-related hypoventilation 

and hypoxemia disorders. Sleep-related movement disorders are primarily 

characterized by relatively simple, usually stereotyped, movements that disturb 

sleep or its onset. Among the sleep-related movement disorders, restless legs 

syndrome is unique because it is partly a waking, sensorimotor experience that 

also typically involves periodic limb movements during sleep. Additional infor-

mation on sleep-related breathing disorders and sleep-related movement disor-

ders can be found in the ICD-11 (WHO, 2023) and in the ICSD-3 (AASM, 2014).

INSOMNIA DISORDERS

Presentations and Symptom Patterns

Insomnia disorders are characterized by persistent difficulty with sleep initia-

tion, duration, maintenance, or quality that occurs despite adequate opportu-

nity and circumstances for sleep. To be diagnosed as an insomnia disorder, the 

sleep problems must result in general sleep dissatisfaction and some form of 

daytime impairment, such as fatigue, depressed mood or irritability, general 
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malaise, or cognitive impairment (e.g., deficits in executive functions, memory, 

and attention). For a diagnosis of an insomnia disorder, sleep onset latencies 

and periods of wakefulness during sleep must last for at least 30 minutes for 

middle- and older-aged adults or at least 20 minutes in children and young 

adults. Early morning awakening is operationalized as occurring at least 

30 minutes earlier compared with the usual sleep pattern.

A diagnosis of chronic insomnia may be assigned if the sleep problems and 

associated daytime impairment have occurred at least several times per week for 

at least 3 months. Some individuals with chronic insomnia have a more episodic 

course, with episodes that last for several weeks at a time over a period of several 

years. A diagnosis of short-term insomnia may be assigned if the sleep difficul-

ties and associated daytime impairment have lasted for less than 3  months. 

There is often an identifiable precipitant for short-term insomnia. Short-term 

insomnia may also occur sporadically, often coincident with daytime stressors. 

Insomnia and associated impairments in daytime functioning may be risk fac-

tors for cardiovascular disease, diabetes, depressive disorders, suicide, and cogni-

tive decline (Buysse, 2013). Other outcomes include absenteeism at work, risk 

of accidents, and decreased productivity (Daley et al., 2009).

Differential Diagnosis

In making a diagnosis of chronic or short-term insomnia, it is important to con-

sider the frequency, chronicity, and recurrence of the symptoms, as well as 

factors that appear to precipitate the episodes or contribute to their severity and 

maintenance. When insomnia is a part of the presentation of another sleep–

wake disorder, a mental disorder (e.g., a mood disorder, an anxiety disorder), 

or a medical condition (e.g., pain, gastroesophageal reflux disease), it should be 

diagnosed only if the insomnia is an independent focus of clinical attention—

for example, when the underlying condition has improved but insomnia 

persists. A similar rule should be applied to insomnia due to the effects of a 

substance or medication on the central nervous system (e.g., caffeine, methyl-

phenidate). Environmental circumstances contributing to sleep disturbance 

should be identified (e.g., noise, light, relationship conflict). Insomnia disorders 

should be distinguished from insufficient sleep syndrome, which refers to vol-

untary restriction of sleep when individuals choose to forgo sleep in favor of 

other obligations or activities and typically does not require intervention other 

than providing the opportunity to sleep. Insomnia disorders should also be dis-

tinguished from delayed and advanced sleep–wake phase disorders, which 

refer to shifting of the major sleep period compared with the conventional or 

desired sleep time.

Developmental Course

The onset of insomnia disorders can be gradual or sudden (Buysse, 2013; 

Morin et al., 2009). When chronic or recurrent, individuals often report that 

the symptoms began in early life or young adulthood. Onset is often linked to 
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major life events, daily stressors, or changes in sleep schedule. Short-term 

insomnia may remit with the resolution of the precipitating stressor, but not 

always. Most individuals with diagnosable insomnia will still have it a year 

later, and about half will still have it after 3 years (Buysse, 2013; Morin et al., 

2009). If untreated, sleep disturbance, daytime impairment, and apprehension 

about insomnia may worsen over time.

Symptoms, as well as precipitating and maintaining factors, may change 

over the course of development, in part due to biological factors such as the 

delayed sleep–wake phase in circadian rhythm typical of adolescents and young 

adults (i.e., later sleep onset and later awakening), and the advanced sleep–

wake phase (earlier sleep onset and earlier awakening) and increased number 

of awakenings observed among the older adults (Buysse, 2013; Morin et al., 

2009). Other medical conditions and medications as precipitating or main-

taining factors are more prominent among older adults. Younger people are 

more likely to complain of difficulty falling asleep, whereas older adults report 

more difficulty with maintaining sleep.

Assessment

The clinical assessment should include the onset and course of the insomnia, 

preexisting or comorbid medical conditions, pain, mobility impairment, meno-

pause, complaints of cognitive decline, co-occurring mental disorders or symp-

toms, medication use, daytime functioning, sleep habits, sleep environment, 

and interventions for insomnia already attempted. The Athens Insomnia Scale 

(Soldatos et al., 2000) is a widely used eight-item scale available in multiple 

languages that can help to structure the assessment of occurrence, duration, 

and variability of insomnia as well as daytime sleepiness and functioning.

A medical examination may be important to understand the contribution 

made by underlying medical conditions and their treatment. Actigraphy is a 

noninvasive method for measuring motor activity and other sleep parameters 

that can be used in the individual’s normal sleep environment and provide an 

objective assessment of the quantity and quality of sleep (Smith et al., 2018). In 

chronic and persistent cases, polysomnography (PSG), which must be per-

formed in a sleep laboratory, can be useful in the differential diagnosis of con-

ditions that may be associated with insomnia such as sleep apnea and periodic 

limb movement disorder. Individuals with persistent complaints of insomnia 

accompanied by daytime sleepiness may also warrant a multiple sleep latency 

test (MSLT), particularly if narcolepsy is suspected.

Prevalence

Insomnia disorders are by far the most prevalent sleep–wake disorders (Roth, 

2007). Population-based estimates indicate that approximately one third of 

adults report insomnia symptoms at some point in their lives (30%–35% of the 

population), 10% to 15% experience associated daytime impairment, and 10% 

with symptoms that meet the diagnostic requirements for insomnia disorder. 
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Like most sleep–wake disorders, the prevalence of insomnia disorders increases 
with age. In children, insomnia associated with requirements of parental/care-
giver presence at bedtime and/or during the night, along with insomnia due to 
limit-setting difficulties, are estimated to occur in 10% to 30% of children, 
depending on the exact definition used (Roth, 2007). Studies of adolescents 
indicate prevalence rates of 3% to 12% for chronic insomnia after puberty, 
depending in part on the definition used, with a higher frequency in girls than 
boys (Calhoun et al., 2014; Roth, 2007). Data on the prevalence of short-term 
insomnia among adolescents is limited, but some studies suggest a range of 
15% to 20%.

HYPERSOMNOLENCE DISORDERS

Presentations and Symptom Patterns

Hypersomnolence disorders are characterized by excessive daytime sleepiness 
that is not due to disturbed or insufficient sleep or to another sleep–wake dis-
order (e.g., circadian rhythm disorder or a sleep-related breathing disorder). 
Excessive daytime sleepiness is defined as the inability to stay awake and alert 
during the major waking episodes of the day, resulting in periods of irrepressible 
need for sleep or unintended lapses into drowsiness or sleep. Excessive sleepi-
ness may lead to irritability, lack of energy, problems with attention and concen-
tration, reduced vigilance, reduced motivation, dysphoria, fatigue, restlessness, 
and lack of coordination. Type 1 and Type 2 narcolepsy, idiopathic hypersomnia, 
and Kleine–Levin syndrome are sometimes referred to as primary hypersomnia, 
with the remaining hypersomnia disorders sometimes referred to as secondary 
hypersomnia because they are due to another identified cause (e.g., a medical 
condition, a mental disorder, a substance, insufficient sleep).

Narcolepsy
Narcolepsy is characterized by daily periods of irrepressible need for sleep or 
daytime lapses into sleep occurring for at least several months, accompanied by 
abnormal manifestations of REM sleep. In Type 1 narcolepsy, there are abnor-
mally low levels of hypocretin in the cerebrospinal fluid (CSF). Hypocretin is a 
hypothalamic neuropeptide thought to have an important role in the regula-
tion of sleep and arousal states (Sutcliffe & de Lecea, 2000). The pathogno-
monic symptom of Type 1 narcolepsy is cataplexy, which is a sudden and 
uncontrollable loss of muscle tone arising during wakefulness that is typically 
triggered by a strong emotion, such as excitement or laughter. However,  
cataplexy may not manifest until years after the onset of daytime sleepiness. 
Hypnagogic hallucinations, sleep paralysis, and sleep fragmentation usually 
manifest later in the course of the disorder. A definitive diagnosis of Type 1 
narcolepsy requires either (a) cataplexy and MSLT and/or PSG findings charac-
teristic of narcolepsy, or (b) demonstrated CSF hypocretin deficiency. In Type 2 
narcolepsy, neither cataplexy nor low levels of CSF hypocretin are present, but 
MSLT/PSG findings characteristic of narcolepsy are required for a diagnosis.
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Idiopathic Hypersomnia
Idiopathic hypersomnia is characterized by daily periods of irrepressible need to 

sleep or daytime lapses into sleep over a period of at least 3 months, without 

cataplexy and with a confirmed finding of no more than one sleep-onset REM 

period (SOREMPs) on MSLT. The hypersomnolence is not better explained 

by another disorder (e.g., insufficient sleep syndrome, obstructive sleep apnea, 

circadian rhythm sleep–wake disorder, a substance or medication, or a med-

ical condition). In addition, hypersomnolence should be noted in the MSLT 

demonstrating a mean of sleep latency of 8 minutes or less or by PSG or actig-

raphy showing a total sleep time ≥660 minutes over 24 hours. Prolonged diffi-

culty waking up with repeated returns to sleep (sleep inertia) are present, and 

naps are generally long—often more than 60 minutes—and unrefreshing. For a 

diagnosis of idiopathic hypersomnia, hypersomnolence should persist for at 

least 3 months.

Kleine–Levin Syndrome
Kleine–Levin syndrome is characterized by recurrent episodes of severe sleepi-

ness together with characteristic cognitive, psychological, and behavioral distur-

bances. During episodes, patients may sleep as long as 16 to 20 hours per day, 

waking up only to eat and void. When awake during episodes, most patients are 

exhausted, apathetic, confused, and slow in speaking and answering. Hyper-

phagia, hypersexuality, childish behavior, depression, anxiety, hallucinations, 

and delusions are often observed during the episodes. A typical episode lasts a 

median of 10 days (range 2.5–80 days), with rare episodes lasting several weeks 

to months. Following episodes, most individuals have amnesia for the episode. 

Amnesia, transient dysphoria, or elation with insomnia may signal the termina-

tion of an episode. Between episodes, individuals with Kleine–Levin syndrome 

have normal alertness, cognitive function, behavior, and mood.

In hypersomnia due to a medical condition, the daytime sleepiness, excessive 

nocturnal sleep, or excessive napping occurs as a direct physiological conse-

quence of a significant underlying medical or neurological condition (e.g., head 

trauma; Parkinson disease; certain genetic conditions and metabolic, neurologic, 

or endocrine disorders). In hypersomnia due to a medication or substance, the 

hypersomnia is attributable to the sedating effects of a medication, alcohol, or 

other psychoactive substances, including withdrawal syndromes (e.g., from 

stimulants). In hypersomnia associated with a mental disorder, it is attributable 

to a co-occurring mental disorder such as a mood disorder or a dissociative dis-

order; this is most typical of depressive episodes. To assign any of these three 

diagnoses, the hypersomnia must be severe enough to be an independent focus 

of clinical intervention.

Insufficient sleep syndrome is characterized by difficulty in obtaining the 

amount of sleep required to maintain normal levels of alertness and wakeful-

ness. The sleep restriction is voluntary given that the individual chooses to forgo 

sleep in favor of other obligations or activities. A detailed history of the sleep 

pattern reveals a substantial disparity between the amount of sleep needed and 
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the amount actually obtained, leaving the individual chronically sleep deprived. 

Given the opportunity to sleep, the person’s ability to initiate and maintain sleep 

is unimpaired. As a result, sleep time is often markedly extended on weekend 

nights or during holidays compared with weekdays. When adequate sleep is 

obtained, the symptoms of sleepiness remit.

Differential Diagnosis

Excessive daytime sleepiness may be an aspect of the presentation of other 

sleep–wake disorders, such as sleep apnea and circadian rhythm sleep–wake 

disorders, which should be included in the differential diagnosis. A mental 

health evaluation is important because daytime sleepiness can occur in mood 

disorders, dissociative disorders, and other mental disorders. Cataplexy, which is 

characteristic in narcolepsy, should be differentiated from hypotension, tran-

sient ischemic attacks, drop attacks, akinetic seizures, neuromuscular disorders, 

vestibular disorders, sleep paralysis, and catatonia. Normal variations in sleep 

duration should be considered because individuals who require more than 

average sleep may exhibit excessive sleepiness if the required amount of night-

time sleep is not obtained.

Developmental Course

Primary hypersomnolence disorders tend to have their onset sometime between 

middle childhood and early adulthood (Khan & Trotti, 2015), with a first peak 

occurring in adolescence, at about 15 years, and a second peak at about 35 years. 

In young children, sleepiness may be expressed as excessively long nocturnal 

sleep or discontinuous napping episodes, with hyperactive behavior or poor 

school performance (Khan & Trotti, 2015; Moreira & Pradella-Hallinan, 2017). 

The presence of inattention, fatigue, insomnia, and hallucinations that may 

occur in these disorders can lead to an inappropriate diagnosis of schizophrenia, 

ADHD, or depression. Normative data are not available for the MSLT in children 

younger than 6 years of age. In adulthood, impairment in work performance, 

obesity, and depression are common. Driving may be avoided for fear of a motor 

vehicle accident. The developmental course of secondary hypersomnolence dis-

orders is based on the course of the underlying condition.

Assessment

The severity of daytime sleepiness can be assessed subjectively using severity 

scales such as the Epworth Sleepiness Scale (Johns, 1991). This eight-item scale 

assesses the subjective likelihood of falling asleep in different situations; it is 

freely available for clinical and unfunded research use and has been translated 

into multiple languages (see https://eprovide.mapi-trust.org/instruments/

epworth-sleepiness-scale). Sleepiness can be assessed objectively using over-

night PSG and the MSLT.

Co
py

rig
ht

 A
m

er
ic

an
 P

sy
ch

ol
og

ic
al

 A
ss

oc
ia

tio
n.

 N
ot

 fo
r 

fu
rt

he
r 

di
st

rib
ut

io
n.



Sleep–Wake Disorders  375

Prevalence

Compared with insomnia, narcolepsy is rare. Incidence of narcolepsy in the 

United States (the number of new cases per year) has been estimated at 7.7 

persons per 100,000 population, including Types 1 and 2 narcolepsy, with inci-

dence of narcolepsy without cataplexy several times more common than narco-

lepsy with cataplexy (Longstreth et al., 2007). The highest incidence was among 

individuals in their early 20s and late teens. Studies from other regions including 

Europe and Hong Kong have estimated a total prevalence of narcolepsy of 

between 20 and 50 persons per 100,000 population (Longstreth et al., 2007). 

The prevalence of idiopathic hypersomnia and insufficient sleep syndrome is 

unknown. Kleine–Levin syndrome is rare, with prevalence estimated at approx-

imately one to two cases per million (Arnulf et al., 2005).

CIRCADIAN RHYTHM SLEEP–WAKE DISORDERS

Presentations and Symptom Patterns

Circadian rhythm sleep–wake disorders are persistent or recurrent disturbances 

of the sleep–wake cycle due to alterations of the circadian time-keeping system, 

its entrainment mechanisms, or a misalignment of the endogenous circadian 

rhythm and the external environment (social demands, work and school sched-

ules, light–dark environment). The most common complaints are excessive 

sleepiness or insomnia, or both. Circadian rhythm sleep–wake disorders may be 

characterized by displacement of circadian rhythms (delayed sleep–wake phase 

disorder and advanced sleep–wake phase disorder), temporary desynchroniza-

tion of endogenous rhythms and times of day (circadian rhythm sleep–wake 

disorder shift work type and jet lag type), reduced amplitude of circadian 

rhythms (irregular sleep–wake rhythm disorder), or synchronization failure in 

relationship to day length (non-24-hour sleep–wake rhythm disorder). To diag-

nose any circadian rhythm sleep–wake disorder, the symptoms must result in 

significant distress or significant mental, physical, social, occupational, or aca-

demic impairment. For all disorders in the grouping except jet lag type, the 

symptoms must have been present for several months (e.g., 3 months) to assign 

a diagnosis.

Delayed sleep–wake phase disorder is characterized by a persistent and stable 

delay in the major sleep period (to a later time), compared with conventional  

or desired sleep times. When individuals can establish their own sleep–wake 

schedules so that these occur on the delayed schedule, sleep quality and dura-

tion are normal. The complaint is a chronic or recurrent inability to fall asleep 

and difficulty awakening because of the delayed circadian rhythm.

Advanced sleep–wake phase disorder is characterized by persistent and stable 

advance in the major sleep period (to an earlier time), compared with conven-

tional or desired sleep times. This results in evening sleepiness (before the 

desired bedtime) and awakening earlier than the desired or required times. 
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When individuals can establish their own sleep–wake schedules to occur on the 
advanced, sleep quality and duration are normal.

Irregular sleep–wake rhythm disorder is characterized by lack of a clearly 
defined circadian rhythm of sleep and awake periods. The chronic or recurring 
sleep–wake pattern is temporally disorganized so that sleep and wake episodes 
are variable throughout the 24-hour cycle. The clinical presentation includes 
symptoms of insomnia and excessive sleepiness, depending on the time of day 
and their particular sleep–wake pattern.

Non-24-hour sleep–wake rhythm disorder is characterized by symptoms of 
insomnia or excessive sleepiness that occur because the intrinsic circadian clock 
is not entrained to the 24-environmental cycle. The non-24-hour period is typ-
ically longer than 24 hours, although it can be shorter. Symptoms occur as the 
circadian-controlled sleep–wake propensity cycles in and out of phase with the 
environmental day–night cycle. Non-24-hour sleep–wake rhythm disorder is 
most commonly observed among individuals with complete blindness.

Circadian rhythm sleep–wake disorder, shift work type, is characterized by 
complaints of insomnia or excessive sleepiness that occurs in association with 
work shifts that overlap with all or a portion of conventional nighttime sleep 
periods. The disorder is also associated with a reduction in total sleep time.

Circadian rhythm sleep–wake disorder, jet lag type, is characterized by a 
temporary mismatch between the timing of the sleep and wake cycle gener-
ated by the endogenous circadian clock and that of the sleep and wake pat-
tern required by travel across at least two time zones. Individuals complain of 
disturbed sleep, sleepiness and fatigue, somatic symptoms (e.g., gastrointes-
tinal distress), or impaired daytime function. The severity and duration of 
symptoms is dependent on the number of time zones traveled, the ability to 
sleep while traveling, exposure to appropriate circadian times cues in the new 
environment, tolerance to circadian misalignment when awake during the 
biological night, and the direction of travel.

Differential Diagnosis

It is important to assess the pattern and normal variation of sleep throughout 
the individual’s development so as not to confuse circadian rhythm sleep–
wake disorders with irregular sleeping times that are not associated with dis-
tress or functional impairment. Insomnia disorders are important in the 
differential diagnosis. Some degree of delayed sleep–wake phase is normal for 
adolescents and young adults, and advanced sleep–wake phase is commonly 
observed among older adults without being associated with distress or func-
tional impairment. Among children, advanced sleep–wake phase disorder can 
be confused with chronically insufficient sleep, and neurodevelopmental dis-
orders should also be evaluated.

Developmental Course

Symptoms of delayed sleep–wake phase disorder generally begin in adoles-
cence and early adulthood. Onset of circadian rhythm sleep–wake disorder, 

Co
py

rig
ht

 A
m

er
ic

an
 P

sy
ch

ol
og

ic
al

 A
ss

oc
ia

tio
n.

 N
ot

 fo
r 

fu
rt

he
r 

di
st

rib
ut

io
n.



Sleep–Wake Disorders  377

shift work type; advanced sleep–wake phase disorder; and irregular sleep–wake 

rhythm disorder is more common among adults, with increased incidence with 

increasing age. Recurrence of symptoms is common, although severity may 

decrease with age. Clinical expression may vary throughout life depending on 

social, educational, and professional obligations. These disorders often persist 

for years before a diagnosis is made.

Assessment

Assessment should include a careful history of sleep and sleep disorders to 

verify the misalignment of the major nocturnal sleep episode relative to the 

desired and socially established timing of sleep (Reid, 2019). A history of mental 

health and medical conditions is important as well as a developmental and 

social history, a sleep diary, and actigraphy of at least 1 week documenting the 

sleep timing complaint.

Prevalence

The prevalence of diagnosable delayed sleep–wake phase disorder is higher 

among adolescents and young adults, estimated at 7% to 16% (AASM, 2014). 

However, some degree of delayed sleep–wake phase is normal among this age 

group, so its occurrence alone does not necessarily indicate a disorder. It is esti-

mated that approximately 10% of patients presenting to sleep clinics with recur-

rent complaints of insomnia have delayed sleep–wake phase disorder. There are 

few studies of advanced sleep–wake phase disorder, although available data sug-

gest a prevalence of approximately 1% in adults between 40 and 64 years old. 

Again, it should be kept in mind that some degree of advanced sleep–wake 

phase is normal among this age group, although it is less likely to cause func-

tional impairment. The prevalence of non-24-hour sleep–wake rhythm disorder 

is believed to be high among people with complete blindness but very low in 

individuals with sight (AASM, 2014). The prevalence of circadian rhythm sleep–

wake disorder shift work type and jet lag type is not clear but would depend on 

the working and travel habits of the population. The prevalence of shift work 

disorder among rotating and night-shift workers has been estimated to be 

between 10% and 38%. Recent studies have estimated the prevalence of all 

sleep–wake disorders was 32.1% among night workers and 10.1% among day 

workers (AASM, 2014).

PARASOMNIA DISORDERS

Presentations and Symptom Patterns

Parasomnia disorders are characterized by abnormal behaviors, experiences, 

or physiological events that appear during the transition from wakefulness to 

sleep, while sleeping, or upon arousal from sleep. Problematic/unusual sleep- 

related complex movements, behaviors, emotions, perceptions, dreams, and/or 
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autonomic nervous system activity are the core features of these disorders, 

affecting the patient, the bed partner, or both. On the basis of their characteris-

tics and time of occurrence during the sleep cycle, parasomnias can be divided 

into three main subtypes: disorders of arousal from non-REM sleep, parasom-

nias related to REM sleep, and other parasomnias. A clinical diagnosis of these 

disorders requires symptoms to be of sufficient severity to cause significant dis-

tress or significant impairment in personal, family, social, educational, occupa-

tional, or other important areas of functioning or significant risk of injury to the 

individual or to others (e.g., thrashing or striking out in response to efforts to 

restrain the individual). Sleep disruption, anxiety, and fear of going to sleep can 

occur as consequences of parasomnia disorders and have an impact on the indi-

vidual’s functioning.

Disorders of Arousal From Non-REM Sleep
The ICD-11 includes four disorders of arousal from non-REM sleep: confu-

sional arousals, sleepwalking disorder, sleep terrors, and sleep-related eating 

disorder. These disorders are characterized by incomplete awakenings or 

arousals from deep non-REM sleep that generate episodes of mental confu-

sion or confused behaviors while the patient is in bed (confusional arousals), 

complex behaviors out of bed or ambulation (sleepwalking disorder), intense 

terror with autonomic activation (sleep terrors), or involuntary excessive and 

dangerous eating or drinking (sleep-related eating disorder). Features of the 

episodes include absent or minimal responsiveness to others, limited cognitive 

functioning, and subsequent amnesia for the specific episode. Open eyes, talking, 

and shouting are commonly present.

Parasomnias Related to REM Sleep
Parasomnias related to REM sleep include REM sleep behavior disorder, recur-

rent isolated sleep paralysis, and nightmare disorder. REM sleep behavior  

disorder is characterized by repeated episodes of sleep-related vocalization or 

complex motor behaviors that typically represent enactment of dreams. Recur-

rent isolated sleep paralysis is characterized by recurrent inability to move the 

trunk and the limbs at sleep onset or upon awakening from sleep, with epi-

sodes typically lasting from a few seconds to a few minutes. In nightmare dis-

order, the individual experiences recurrent, vivid, and highly dysphoric dreams 

that generally occur during REM sleep and generally result in awakening with 

anxiety. Unlike confusional arousals or sleep terrors, individuals with night-

mare disorder are rapidly oriented and alert upon awakening.

Other Parasomnias
Other parasomnias include hypnogogic exploding head syndrome, sleep-related 

hallucinations, parasomnia disorder due to a medical condition, and parasomnia 

disorder due to a medication or substance. Hypnogogic exploding head  

syndrome is characterized by episodic perception of a sudden, loud noise or sense 

of a violent explosion in the head that normally occurs during the wake-to-sleep 

transition, although it can also occur upon awakening. The episodes produce 
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abrupt arousal and often a sense of fright. Sleep-related hallucinations arise at 

sleep onset or awakening from sleep. They are primarily visual but can also be 

auditory, tactile, or kinetic. Parasomnia disorder due to a medical condition and 

parasomnia disorder due to a medication or substance are characterized by 

abnormal sleep-related complex movements, behaviors, emotions, perceptions, 

dreams, or autonomic nervous system activity that is attributable to a neurolog-

ical disorder or medical condition or to the effects of a medication or substance, 

respectively.

Differential Diagnosis

Disorders of arousal from non-REM sleep can be distinguished by their main 

occurrence in the first third or half of the sleep period, during which there is 

a predominance of non-REM sleep. In contrast, parasomnias related to REM 

sleep usually appear in the second half of the sleep period. Differential diag-

noses of parasomnias should include other sleep-related disorders such as 

narcolepsy (where abnormal sensations or experiences usually occur during the 

day and are triggered by emotions) and sleep-related breathing disorders (in 

which autonomic nervous system activity occurs due to breathing cessations). 

The effects of alcohol or substance use, as well as nonpathological variants such 

as sleep talking, should also be considered when diagnosing parasomnias 

disorders.

Developmental Course

Disorders of arousal from non-REM sleep and parasomnias related to REM sleep 

most often appear at childhood, with no sex differences in onset or prevalence, 

and often resolve spontaneously by puberty (Bloomfield & Shatkin, 2009; 

Laberge et al., 2000; Mason & Pack, 2007). An exception is REM sleep behavior 

disorder, which usually appears in middle-aged men with a progressive and 

unremitting course (Iranzo et al., 2009) and has been associated with under-

lying neurological conditions, including Parkinson disease, multiple system 

atrophy, dementia with Lewy bodies, and stroke. The onset of other parasom-

nias such as hypnagogic exploding head syndrome and sleep-related hallucina-

tions is most commonly during adulthood with a higher prevalence in women 

(Bjorvatn et al., 2010). Parasomnia disorders can be precipitated by sleep depri-

vation, distress or anxiety, environmental stimuli, or sleep-related breathing 

disorders.

Assessment

Assessment of parasomnia disorders is primarily by clinical interview, which 

should include an assessment of the impact of the symptoms on the individual’s 

functioning in a broad range of areas, as well as the impact of the symptoms on 

others. PSG can support a more accurate differential diagnosis and is especially 

important for REM sleep behavior disorder (Malhotra & Avidan, 2012).
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Prevalence

The prevalence of parasomnia disorders is highest among children and adults 
younger than 35 years old (AASM, 2014; Bjorvatn et al., 2010). Non-REM sleep 
arousal disorders are common in the general population (American Psychiatric 
Association, 2013). Episodes of sleepwalking and night terrors are frequent 
among children, with the prevalence of sleepwalking disorder and sleep terror 
disorder, marked by repeated episodes and significant distress, impairment, or 
injury, being much lower. Approximately 2% to 8% of the general population 
reports a current problem with nightmares, and this is higher among clinical 
populations. The prevalence of REM sleep behavior disorder is 0.38% to 0.5% 
in the general population. Estimates of the prevalence of sleep paralysis vary 
widely due to differences in the definition used, the age of the sampled popula-
tion, and possibly cultural factors.

CO-OCCURRENCE OF SLEEP–WAKE DISORDERS AND MENTAL 
DISORDERS

There is evidence that the relationship between sleep–wake disorders and 
mental disorders is bidirectional and interactive (Van Dyk et al., 2016). Diffi-
culty falling asleep or maintaining sleep, poor sleep quality, nightmares, and 
excessive daytime sleepiness are some of the major clinical symptoms of sleep 
disorders seen in people with major depression, generalized anxiety disorder, 
bipolar disorder, and posttraumatic stress disorder (PTSD). Available evidence 
suggests that approximately 90% of patients with a depressive disorder report 
sleep–wake symptoms, especially insomnia, 23% to 78% of patients with 
bipolar disorder report symptoms of hypersomnia during nonmanic phases of 
the disorder, and 60% to 70% of patients with generalized anxiety disorder and 
panic disorder report major problems with sleep (Papadimitriou & Linkowski, 
2005). Trauma-related nightmares are among the most common symptoms 
reported by patients with PTSD. Sleep disturbance can have a negative impact 
on the course and treatment of mental disorders and increase the risk of relapse 
of depressive episodes, suicidal ideation, and development of mania in bipolar 
disorder or psychotic episodes in schizophrenia (Fang et al., 2019; Stewart 
et al., 2020). Disorders due to use of substances may also result from attempts 
to reduce sleep disturbance through the use of alcohol, medications (e.g., benzo-
diazepines), or other psychoactive substances.

GENDER-RELATED FEATURES

Chronic insomnia is more prevalent among women than men, with onset 
frequently associated with the birth of a child or menopause (Krishnan & Collop, 
2006; Yoshioka et al., 2012). Despite the higher prevalence among older women, 
polysomnographic studies suggest that sleep continuity and slow-wave sleep are 
better preserved in older women than in older men. Short-term insomnia is also 
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more prevalent in women and in older age groups. In contrast, the overall prev-
alence of hypersomnia disorders may be slightly higher in men. There are no 
known gender differences in circadian rhythm sleep–wake disorders. Gender 
differences related to parasomnias show that sleepwalking occurs more often in 
females during childhood and in males during adulthood. Eating during sleep-
walking episodes is more common among women. Among children, sleep 
terrors are more common in boys than in girls; among adults, there is no differ-
ence in prevalence by gender (AASM, 2014). Adult women report nightmare 
disorder more often than men (AASM, 2014; Schredl, 2014).

KEY POINTS

•	 Due to the bidirectional relationship between sleep disturbances and mental  
health disorders, a psychological approach is an increasingly important 
element in assessment, diagnosis, and treatment. Changes in this grouping 
have been made to better reflect and support research and clinical practice 
to improve public health and patient health care.

•	 In the ICD-11, sleep–wake disorders have been incorporated into a single, 
integrated chapter. This innovation reflects the more accurate conceptual-
ization of sleep disorders and is fully consistent with the ICSD-3.

•	 Sleep–wake disorders are characterized by difficulty initiating or maintaining 
sleep (insomnia disorders), excessive sleepiness (hypersomnolence disorders), 
respiratory disturbance during sleep (sleep-related breathing disorders), dis-
orders of the sleep–wake schedule (circadian rhythm sleep–wake disorders), 
abnormal movements during sleep (sleep-related movement disorders), or 
problematic behavioral or physiological events that occur while falling asleep, 
during sleep, or upon arousal from sleep (parasomnia disorders).

•	 Sleep–wake disorder diagnoses are generally made based on information 
from clinical interviews involving self-reports of behavior and experience 
(such as attention and memory deficits or sleep disruptions), sometimes sup-
ported by standardized scales (e.g., the Athens Insomnia Scale, the Epworth 
Sleepiness Scale). Diagnostic physiological tests such as actigraphy, polysom-
nography, or multiple sleep latency tests are often useful and, in some cases, 
are required for accurate diagnosis.

•	 Difficulty falling asleep or maintaining sleep, poor sleep quality, nightmares, 
and excessive daytime sleepiness are some of the major clinical symptoms 
of sleep disorders seen in people with major depression, generalized anxiety 
disorder, bipolar disorder, and PTSD.

•	 In turn, sleep disturbance can have a negative impact on the course and 
treatment of mental disorders and increase the risk of relapse of depressive 
episodes, suicidal ideation, and development of mania in bipolar disorder 
or psychotic episodes in schizophrenia. Disorders due to use of substances 
may also result from attempts to self-medicate sleep disturbance.
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21
Relationship Problems and 
Maltreatment
Richard E. Heyman, Amy M. Smith Slep, and Claudia García-Moreno

OVERARCHING LOGIC

This chapter focuses on problems in intimate partner and caregiver–child rela-

tionships (i.e., relationship problems and maltreatment). A curious reader may 

wonder why these problems are in the International Classification of Diseases (ICD) 

or why they are included in this book focused on mental, behavioral, and neuro

developmental disorders. To address these questions, this chapter (a) introduces 

what health is and how it is affected by intimate and caregiving relationships; 

(b) describes how and where the 11th revision of the ICD (ICD-11; World Health 

Organization [WHO], 2023) covers relationship problems and maltreatment;  

(c) provides a psychological orientation to these problems; (d) introduces their 

assessment, clinical presentations, symptoms, and differential diagnoses; and  

(e) discusses cultural and gender-related considerations. This chapter is intended 

to supplement and extend the section on relationship problems and maltreat-

ment included in the Clinical Descriptions and Diagnostic Requirements for ICD-11 

Mental, Behavioural and Neurodevelopmental Disorders (CDDR; WHO, 2024).

The World Health Organization defines health as “a state of complete phys-

ical, mental and social well-being and not merely the absence of disease or 

infirmity” (WHO, 2020, p. 1). Family relationships strongly influence individuals’ 

mental and physical health and well-being (e.g., Repetti et al., 2002; Robles 

et al., 2014). Social well-being depends on the health of the pair-bonded units 

https://doi.org/10.1037/0000392-021
A Psychological Approach to Diagnosis: Using the ICD-11 as a Framework, G. M. Reed,  
P. L.-J. Ritchie, and A. Maercker (Editors)
Copyright © 2024 by the American Psychological Association and the International 
Union of Psychological Science. All rights reserved.
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individuals form, most notably those with parents (or other primary caregivers), 

intimate partners, and children (Flinn, 2011).

Given that health and disorder—for both individuals and couples/families—

are on a continuum, classification systems such as the ICD that delineate dis-

order from health must grapple with (a) what constitutes healthy intimate 

and family relationships (and, conversely, what constitutes problems in these 

relationships) and (b) where to locate intimate and family relationships prob-

lems within the classification system. Decisions on both matters are challenging 

given that relationships are inherently symbiotic (i.e., a “close, prolonged associ-

ation between two or more different organisms . . . that may, but does not 

necessarily, benefit each member”; American Heritage Dictionary, 2019), 

requiring consideration of both the health of each individual and the health of 

the relationship itself.

We define healthy intimate and family relationships as those that (a) safe-

guard members’ physical integrity, (b) minimize their risk of preventable phys-

ical and mental disorders, and (c) promote their physical and mental well-being. 

Relationships that do not do so are of concern. Those that threaten physical 

integrity or increase risk for physical and mental disorders can be considered 

health problems in their own right (Foran et al., 2013). Next, we turn to the 

specifics of how the ICD classifies such problems.

CLASSIFICATION OF RELATIONSHIP PROBLEMS AND 
MALTREATMENT IN THE ICD-11

ICD-11 includes several ways of classifying problems and maltreatment in inti-

mate and family relationships, depending on the context and the purpose of 

the assessment. One set of maltreatment codes, located in the chapter on external 

causes of morbidity or mortality, is used to indicate the cause of an individual’s 

specific injury or death. It includes physical, sexual, and psychological maltreat-

ment, and neglect. These categories refer to acts or omissions that have directly 

compromised physical integrity, caused or exacerbated mental problems, or 

degraded physical or mental well-being. These categories are used along with a 

classification of the associated physical injuries (e.g., fracture of nasal bones; 

burns of external body surface) or mental health consequences. The maltreat-

ment codes in the chapter on external causes of morbidity or mortality can be 

further specified to indicate the perpetrator–victim relationship (e.g., spouse or 

partner, parent), the gender of the perpetrator, and the context of the mal-

treatment (e.g., altercation). These categories are used when the primary 

focus is on documenting the cause of death or injury or other presenting harm 

to physical or mental health.

Categories from the chapter on factors influencing health status or contact 

with health services are used when the focus is on recording one of three types 

of clinically important relationship phenomena. The first type of phenomenon 

covered in this chapter is a history of maltreatment that is being identified in its 

own right rather than in relation to a specific injury or other harm. Categories 
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from the section on personal history of maltreatment are used to describe a cur-
rent or past pattern of physical, sexual, or psychological abuse or neglect. The 
time in life when the maltreatment or neglect occurred can also be specified.  
A category for history of spouse or partner violence is also available. The second 
type is a pattern of clinically significant relationship conflict with an intimate 
partner, parent, or other caregiver. The categories from the section on problems 
associated with relationships—caregiver-child relationship problem and rela-
tionship distress with spouse or partner—are used to describe substantial and 
sustained dissatisfaction with intimate relationships associated with significant 
disturbance in functioning. Finally, the third type is a possible episode of 
maltreatment that is currently being evaluated. Categories from the section on 
examination or observation for suspected maltreatment—including physical, 
sexual, and psychological maltreatment as well as neglect or abandonment—are 
used when the focus is on a recent incident that is currently being assessed and/or 
adjudicated.

The ICD-11 CDDR provide consistent definitions of maltreatment and neglect 
across these different sets of codes (see WHO, 2023). All categories are applied 
to the victim of the maltreatment or neglect, not the perpetrator.

•	 Physical maltreatment or abuse is defined as “non-accidental acts of physical 
force that result, or have reasonable potential to result, in physical harm or that 
evoke significant fear.” (Code PJ20 Physical maltreatment, Description section)

•	 Sexual maltreatment or abuse is defined in adults as “forced or coerced 
sexual acts or sexual acts with someone who is unable to consent” and in chil-
dren as “sexual acts involving a child that are intended to provide sexual grat-
ification to an adult.” (Code PJ21 Sexual maltreatment, Description section)

•	 Psychological maltreatment or abuse is defined as “non-accidental verbal 
or symbolic acts that result in significant psychological harm.” (Code PJ22 
Psychological maltreatment, Description section)

•	 Neglect is defined as “egregious acts or omissions by a caregiver that deprive a 
child of needed age-appropriate care or an adult who is incapable of self-care 
and that result, or have reasonable potential to result, in physical or psycho-
logical harm.” (Code QE82.3 Personal history of neglect, Description section)

As discussed in more detail later in the chapter, diagnostic requirements 
for each type of problem include a hallmark indicator (e.g., unhappiness with 
the relationship; physical, verbal/symbolic, or sexual acts) and signs of actual 
or potential harm.

A PSYCHOLOGICAL APPROACH TO RELATIONSHIP PROBLEMS AND 
MALTREATMENT

Intimate partner and caregiver–child bonds are among the most foundational to 

human health. All psychological theories—from attachment to behavioral to 

psychodynamic to neurobiological—recognize the biopsychosocial importance 
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of these relationships. Thus, threats to these bonds, through acts or omissions, 

have vast impacts on physical, mental, and social well-being. Maltreatment 

involves actual or potential threats to an intimate partner’s or child’s physical or 

mental integrity. For physical and psychological forms, the acts are typically 

from a continuum of behaviors that partners or caregivers use to influence 

another’s behavior. For example, nonaccidental physical force can range from a 

light spank on the child’s bottom to the use of potentially lethal weapons; verbal 

or symbolic acts can range from a reprimand for a child’s violating a rule to threats 

of serious bodily harm. For neglect, at issue is the failure to provide needed or 

expected care (e.g., food, shelter, safety). For sexual maltreatment between 

adults, the issue is whether the behavior involved is mutually consensual; for 

acts involving children, it is a caregiver introducing sexual behavior to a caregiver– 

child relationship.

Because these acts or omissions fall on a continuum from normative (e.g., 

physical contact, saying hostile things, failing to provide some needed care) to 

manifestly unhealthy (e.g., murder, caregiver–child sexual contact), establishing 

a line between potentially problematic behavior and maltreatment involves set-

ting a standard that the act caused, or had a high potential to cause, injury or 

significant distress (i.e., a harm criterion). Thus, except in cases where the threat 

to bodily integrity is overt, unambiguous, and immediate (limited chiefly to 

sexual abuse and physical acts with injury), the standards for what constitutes 

maltreatment involve the violation of social expectations that intimate and care-

giving relationships should not harm individuals’ physical, mental, and social 

well-being.

Whereas maltreatment involves harm to an individual, problems associated 

with relationships involve threats to the relationship itself or the relationship’s 

ability to function as needed. For most people, intimate partner or parental/

caregiver bonds are the closest relationships they have; physical, mental, and 

social threats to these relationships present both acute and chronic challenges to 

health. However, because the threat to the relationship is via psychological  

processes—such as attributions, schema, and expectancies—the hallmark sign 

of relationship problems is at least one individual’s negative perception of that 

relationship (e.g., feeling unhappy, desiring a severing of the relationship). Thus, 

relationship problem diagnoses are based on reporting or inferences of those 

within the relationship about its failure to provide a sense of physical, mental, or 

social well-being. Although maltreatment diagnoses sometimes similarly involve 

reporting or inferences of those involved, they frequently also involve a clini-

cian, social service agent, or other outsider’s inferences of the threat to an indi-

vidual’s well-being.

In summary, couples and families comprise individuals. Although they 

should promote health and growth, they can also pose important environmental 

risks to physical and psychological health. Professionals cannot appropriately 

diagnose those presenting for intimate partner or parent–child problems without 

also considering the individual physical and psychological problems that may be 

affecting their relationships; conversely, professionals cannot appropriately diag-

nose those presenting for individual problems without also considering whether 
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intimate partner or parent–child problems may also be present and affecting 

health and problem presentations.

PRESENTATIONS AND SYMPTOM PATTERNS

Maltreatment

Symptoms related to recent maltreatment differ depending on whether the pre-

senting problem is related to an act (abuse) or an omission (neglect). In the 

ICD-11 CDDR, the essential features for physical and psychological maltreatment 

or neglect require impacts that meet or exceed the harm criterion. The diagnostic 

requirements for sexual maltreatment require only a qualifying act (that is, harm 

or potential for harm is presumed), due to the intensely personal violation 

involved and the distinct line drawn around any act of coercive, nonconsensual, 

or caregiver–child sexual contact (e.g., in the United Nations Convention on the 

Rights of the Child; United Nations, 1989). Past maltreatment can be a reason for 

seeking services, or it may exacerbate other physical or psychological problems.

Physical Maltreatment
As noted earlier, physical maltreatment refers to nonaccidental acts of physical 

force that result, or have reasonable potential to result, in physical harm or 

evoke significant fear. The behaviors most essential to screen for are pushing/

shoving, scratching, slapping, throwing something that could hurt, punching, 

and biting (Heyman et al., 2021). The presence of any of these should be fol-

lowed up with more detailed assessment, including assessing for more severe 

(but less common) behaviors such as burning or using weapons. Impacts com-

prise any physical injury (e.g., bruises, cuts, sprains, broken bones, loss of con-

sciousness, pain that lasts at least four hours), reasonable potential for incurring 

a significant physical injury (e.g., a thrown hard object that barely misses the 

head, dangling a child over a balcony), or significant fear (e.g., fear of bodily 

harm accompanied by symptoms such as hypervigilance or sleep disturbance). 

Excluded are incidents in which the act was for physical protection of self (e.g., 

to ward off other’s use of force) or others (e.g., prevent partner or child from 

attempting suicide).

Health care presentation for physical maltreatment is extremely variable, 

ranging from couple or parent–child interactional problems to some of the most 

prevalent individual adult or child psychological and behavioral problems. This 

is due to physical maltreatment’s major effects on physical and psychological 

functioning, which often last for many years after the behavior occurred. For 

adult physical maltreatment, worldwide data from WHO indicate significantly 

elevated rates of psychological (including posttraumatic stress disorder [PTSD] 

and suicidal thoughts and attempts) and physical (e.g., overall poor health, 

pain, sleep problems) problems (Kessler et al., 2017; Potter et al., 2021). Like-

wise, childhood physical abuse increases the risk for PTSD (Kessler et al., 2017), 

depressive disorders, drug use, suicide attempts, risky sexual behavior, and 
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sexually transmitted infections (Norman et al., 2012). This wide range of pre-

senting problems in health care settings underscores the importance of screening 

for physical maltreatment to understand possible contributing factors.

Psychological Maltreatment
This refers to nonaccidental verbal or symbolic (e.g., harming a treasured object 

or pet) acts that result in significant psychological harm. Examples of qualifying 

acts are verbal hostility (e.g., berating, disparaging, degrading, humiliating), 

threats, harming people or things that the victim cares about, and controlling or 

isolating behaviors. Impacts comprise the following: significant fear; significant 

psychological harm or distress (e.g., causing or exacerbating psychological prob-

lems); somatic symptoms that interfere with normal functioning; and, in chil-

dren, reasonable potential for disruption of physical, psychological, cognitive, or 

social development.

Of the various forms of maltreatment, psychological maltreatment requires 

the most inference from clinicians and other assessors about whether the 

behavior violates cultural norms enough to be considered an act of maltreat-

ment. For example, in many cultures, adults have the right to come and go 

freely; in such societies, controlling such activity in adult partners could consti-

tute a qualifying act. Caregivers of children, in contrast, are expected to oversee 

and set rules for the whereabouts of minors; similar controlling or isolating 

behaviors toward children would have to be far more restrictive to qualify as 

being an egregious violation of the children’s rights (and thus a potential act).

Health care presentations for psychological maltreatment are similar to those 

discussed for physical maltreatment because the physical and psychological 

sequelae are comparable (e.g., Norman et al., 2012; Potter et al., 2021). Of 

note to mental health providers, the impact of for child psychological mal-

treatment on depression is markedly higher than the impact of physical 

maltreatment (Norman et al., 2012).

Sexual Maltreatment
In adults, sexual maltreatment refers to sexual acts that were forced, coerced, or 

with a partner who was unable to consent (e.g., asleep, incapacitated by drugs 

or alcohol). In children, sexual maltreatment refers to any sexual act involving 

a child that was intended to provide sexual gratification to an adult. This includes 

caregiver–child acts involving sexual contact and those involving noncontact 

exploitation (i.e., a caregiver getting a child to participate in acts for anyone’s 

sexual gratification without direct sexual contact between child and caregiver, 

such as pornography, voyeurism, or prostitution).

Health care presentation can be for the acute physical or psychological 

sequelae of the maltreatment or for a wide array of child or adult problems. 

Sexual abuse is associated with significant increases in lifetime diagnoses of 

anxiety disorders, depressive disorders, eating disorders, PTSD, sleep–wake 

disorders, and suicide attempts (Chen et al., 2010). It is one of the strongest 

risk factors for PTSD (Kessler et al., 2017). Thus, although most individuals 
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presenting for these problems will not be victims of sexual abuse, a dispropor-

tionate number will be.

Neglect
Neglect refers to egregious acts or omissions by a caregiver that deprive the child 

or dependent adult of needed age-appropriate care in health, nutrition, shelter, 

or safety (and, in children, education and emotional development). Examples 

include not supervising a 3-year-old (who then wanders into traffic) or failing 

to safeguard dangerous chemicals (resulting in serious burns). For acts or 

omissions to be potentially neglectful, they must not be merely inadvisable or 

deficient but must clearly fall below the lower bounds of caregiving norms for a 

community, demonstrating striking disregard for the dependent’s well-being. 

This especially applies to lack of supervision (where norms vary widely) and 

exposure to physical hazards (where local expectations vary as to what expo-

sure to environmental hazards or tools [e.g., weapons, sharp implements] is 

ordinary or exceptional). Furthermore, neglect should be distinguished from 

poverty; it should be considered only where reasonable resources are available 

to the caregiver but are not used. Neglect involves egregious oversights by a care-

giver regarding health, nutrition, shelter, or safety (and, for children, education, 

and emotional development). Impacts on victims include causing or exacerbating 

any of the following: physical injury (or reasonable potential for injury), signifi-

cant fear or psychological distress, or stress-related somatic symptoms. For child 

victims, the reasonable potential for significant disruption of physical, psycho

logical, cognitive, or social development is also considered an impact.

Given the broad nature of caregiver acts/omissions involved in the various 

forms of child neglect (e.g., lack of supervision; exposure to physical hazards; 

failure to provide food, clothing, shelter, education, or medical care even when 

financially viable), health care presentations are varied. These can range from 

physicians noting children’s failure to attain developmental milestones, to 

teachers or psychologists noting behavior problems, to community sentinels 

noting unusually advanced maturity and independence. Presentations such as 

diaper rash, chronic medical conditions, and repeated childhood injuries can 

also warrant further assessment for neglect. Furthermore, because childhood 

neglect increases the risk for depressive disorders, drug use, suicide attempts, 

and sexual problems (i.e., sexually transmitted infections and risky sexual 

behavior; Norman et al., 2012), current or historical child neglect may be a con-

tributing factor to other clinical presentations.

Problems Associated With Relationships

The ICD-11 includes separate diagnoses for intimate partner and caregiver-child 

relationship problems. These diagnoses are independent of maltreatment cate-

gories; relationships can be problematic with or without the presence of mal-

treatment (and vice versa). That is, most couples presenting for relationship 

distress will not meet criteria for partner maltreatment, and many individuals 
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reporting maltreatment (especially during the early years of relationships) will 

not report relationship distress (e.g., Jose & O’Leary, 2009). The same is true for 

parent–child problems and maltreatment. Thus, although these diagnoses are 

related, they nevertheless can occur separately; conversely, relationship problem 

and maltreatment codes may be used together if the definitional requirements 

for each are met.

For adult relationships, relationship distress with spouse or partner involves 

substantial and sustained dissatisfaction with a spouse or intimate partner asso-

ciated with significant disturbance in functioning (i.e., impact on behavior,  

cognition, affect, health, social interaction, or key life roles). This category 

is applicable to all intimate relationships, regardless of the sex, gender identi-

fication, or sexual orientation of the individuals in the relationship or other 

relationship characteristics (e.g., marriage, cohabitation, exclusivity).

Dissatisfaction is typically expressed via one or both partners’ perceived per-

vasive unhappiness with the relationship (e.g., feeling dissatisfied more days 

than not for a month) or recurrent thoughts of ending the relationship. If only 

one partner is unhappy, it may still be appropriate to assign the diagnosis to both 

partners because the relationship comprises both parties. Disturbances in func-

tioning can be across a range of domains: behavior (e.g., persistent and intense 

conflicts, pervasive withdrawal or neglect, lack of positive behaviors), cognition 

(e.g., widespread negative attributions of partner’s intent); emotion (e.g., per-

sistent and intense anger, contempt, sadness, or apathy), physical health (e.g., 

somatic symptoms), interpersonal interaction (e.g., social isolation, decreased 

involvement in social activities), or major life role activities (e.g., work, school, 

caregiving). The impacts related to or exacerbated by problems with an intimate 

partner may also be part of a constellation that meets the diagnostic require-

ments for one or more ICD-11 mental disorders, in which case that diagnosis 

should also be assigned.

Caregiver-child relationship problem is described similarly: substantial and 

sustained dissatisfaction within a caregiver–child relationship associated with 

significant disturbance in functioning. This category is potentially applicable to 

all meaningful caregiver–child relationships, regardless of the biological related-

ness of the caregiver and child or custodial caregiver status. The dissatisfaction 

can be on the part of either the caregiver or the child and should be prolonged 

(e.g., present on more days than not during the past month). Examples include 

an overarching sense of unhappiness with the relationship by either the care-

giver or the child, a child’s recurring thoughts of running away or fantasies of 

having another caregiver, or a caregiver’s wish that the child were totally dif-

ferent or had not been born. Associated disturbance in functioning (in caregiver, 

child, or both) can be evidenced in myriad areas: behavior (e.g., persistent and 

intense conflicts; pervasive withdrawal or neglect; paucity of positive behaviors; 

caregiver’s failure to socialize child through nonexistent or poorly enforced 

limits; caregiver’s poor monitoring of child’s activities or child’s concealment of 

activities; caregiver’s overinvolvement in child’s activities; child’s persistent 

rejection, denigration, and criticism of the parent without cause); cognition 

(e.g., caregiver’s or child’s pervasive negative attributions of other’s intent); 
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emotion (e.g., persistent and intense anger, contempt, sadness, or apathy); or 

health (e.g., exacerbation of physical or psychological symptoms). As with inti-

mate partner problems, the impacts of caregiver–child problems may also be 

part of a constellation that meets the diagnostic requirements for one or more 

ICD-11 mental disorders, which should also be diagnosed.

DIFFERENTIAL DIAGNOSES

In the case of maltreatment, both a qualifying act and an impact must be 

present. An act that is impactful for one child might not be impactful for 

another: A father mocking a very resilient child who has many caring adults in 

her life might have little impact, whereas the same act toward a very vulnerable 

child with no other caring adults might be much more damaging. On the other 

hand, not all distress or even injury attributed to a caregiver or partner indi-

cates maltreatment. Divorce often causes psychological distress among children 

but does not constitute maltreatment. Of course, caregiver–child or partner 

problems and conflicts that are not maltreatment may still meet the diagnostic 

requirements for a relationship problem diagnosis. Alternatively, intimate 

partner and caregiver–child relationships can be problematic without rising to 

the level of meeting the requirements for a relationship problem or maltreat-

ment diagnosis.

Major mental health and medical problems can cause, be caused by, exacer-

bate, or be exacerbated by relationship problems or maltreatment; properly 

capturing both individual and relationship problem or maltreatment diagnoses 

allows for more appropriate intervention. For example, all forms of relationship 

problems and maltreatment are associated with a substantial risk for ICD-11 

mental and other medical disorders, including suicidal ideation and attempts 

(e.g., Norman et al., 2012; Potter et al. 2021). Maltreatment is associated with 

PTSD and complex PTSD (Kessler et al., 2017). Regarding health, relationship 

problems and maltreatment are one of the most common forms of chronic, 

unavoidable stress, with implications for immune functioning and a range of 

disease processes (Kiecolt-Glaser & Wilson, 2017; Repetti et al., 2002).

DEVELOPMENTAL COURSE OF PROBLEMS

Child maltreatment risk varies by the age of the child, with some studies showing 

risk for physical abuse higher among older children (e.g., Finkelhor et al., 2019) 

and others suggesting risk peaks when children reach age 6 (e.g., Slep et al., 

2022). In high-income countries, the risk for partner maltreatment generally 

declines with age (O’Leary, 1999); WHO studies do not show such a decline in 

male-to-female partner maltreatment in low- and middle-income countries 

(WHO, 2021). (Of course, even if subpopulation-level risk decreases with age, 

the risk in a specific relationship may not decrease or could even escalate over 

time. In such relationships, it is the pattern of change over time that should 
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be considered when evaluating likely future course.) Some developmental 

milestones also affect risk for partner maltreatment, such as the perinatal 

period, during which there is an elevated risk for interpersonal violence 

(Charles & Perreira, 2007) and a decrease in relationship satisfaction (e.g., 

Mitnick et al., 2009).

Although cross-sectional research previously implied that intimate partner 

relationship starts high, declines during child-raising years, and then recovers 

somewhat (e.g., S. A. Anderson et al., 1983), longitudinal research indicates that  

there are several trajectories, with two thirds showing stably high satisfaction 

and one third at risk to develop relationship distress with spouse or partner (e.g., 

J. R. Anderson et al., 2010). Finally, the developmental course of a caregiver- 

child relationship problem has not received research attention.

PREVALENCE

Extrapolating from WHO (2010) data, globally, approximately 15% of women 

(15 years of age or older) experience partner physical or sexual maltreatment 

meeting ICD-11 criteria during their lifetimes. Worldwide estimates for men’s 

victimization are not available. Finally, globally 38% of murders of women, and 

6% of men, are by an intimate partner or former partner.

Global prevalences of ICD-11 partner psychological maltreatment are not 

available; extrapolating from limited studies comparing ICD-11 physical and  

psychological maltreatment, we estimate that more than one in three women, 

and one in four men, experience psychological maltreatment meeting ICD-11 

criteria during their lifetimes.

For childhood maltreatment, it is estimated that 23% of children are physi-

cally abused before they are 18 years old, 36% of children are emotionally 

abused, 18% of girls and 8% of boys are sexually abused, and 16% of children 

are neglected worldwide (WHO, 2014). Further, in high-income countries, 

neglect is by far the most prevalent form of maltreatment, and its prevalence 

may be considerably underestimated.

For partner and caregiver-child relationship problems, one representative 

national study in the United States found that an average of 32% of couples in 

the general population would likely meet the ICD-11 diagnostic requirements for 

relationship problems (Beach & Whisman, 2013); no comparable studies for 

caregiver-child relationship problems have been conducted. Global prevalences 

are unknown.

ASSESSMENT

Given the prevalence of relationship problems and maltreatment and the afore-

mentioned significant impacts on psychological and physical health, screening 

for these problems should be a regular component of psychological and phys-

ical health care. Positive screens should be followed up privately to assess 
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whether the relationship problems or maltreatment meet diagnostic levels, to 

explore the connection between presenting symptoms and the presence or his-

tory of relationship problems or maltreatment, to provide emotional support, 

and to ensure safety (e.g., Liebschutz et al., 2008).

Screening and assessment tools for ICD-11 relationship problems and mal-

treatment have been developed and tested. These include short screeners, full 

questionnaire assessments, and structured clinical interviews. For examples 

of each type of assessment, see Heyman et al., 2013 (partner maltreatment); 

Slep et al., 2013 (child maltreatment); Beach et al., 2013 (relationship distress 

with partner); and Wamboldt and Cordaro, 2013 (caregiver-child relationship 

problem).

Screening is vital because only a sliver of those with relationship problems 

or maltreatment will initiate a report to a health care professional about the 

problem, but will often report if explicitly asked (e.g., O’Leary et al., 1992). 

Given the high prevalence of lifetime experience of at least one of these prob-

lems, we recommend universal screening by those providing mental health, 

obstetrics/gynecology, and family practice services, among others.

Screening for intimate partner and parent–child relationship problems can be 

accomplished with a single item each asking about satisfaction with the relation-

ship (e.g., “Please indicate the degree of happiness, all things considered, of your 

relationship”; Funk & Rogge, 2007). The various forms of maltreatment can be 

assessed efficiently (see Heyman et al., 2013; Slep et al., 2013). For example, 

male-to-female partner physical maltreatment can be optimally screened with 

four items (pushed or shoved, grabbed, punched or hit, bit) and female-to-male 

with six (pushed or shoved, punched or hit, bit, slapped, threw something that 

could hurt, scratched; Heyman et al., 2021) and child physical maltreatment 

with three (spanked, slapped, grabbed; Slep et al., 2013). Individuals screening 

positive can then be interviewed by a health care professional to ascertain 

whether the problem meets ICD-11 diagnostic requirements (i.e., both acts and 

impacts) and how it relates to other presenting physical or mental health prob-

lems. Before screening for child maltreatment, providers should be aware of 

whether their jurisdiction mandates reporting and, if so, the applicable legal 

requirements and definitions. Although the screening items may not identify 

behaviors that warrant reporting, parents would need to be informed if there 

are reporting implications before being interviewed about acts and impacts.

Because impacts for relationship problems and maltreatment often involve 

significant degradation of physical health and of affective, behavioral, or cogni-

tive psychological functioning, a comprehensive assessment for individuals pre-

senting with physical or psychological problems would ideally include screening 

for relationship problems and maltreatment. In some contexts, clinicians have 

access to collateral information that goes beyond individual self-report (e.g., 

emergency department assessments, medical or dental x-rays, police reports, 

teacher reports); all sources available should be used in the evaluation. For 

example, a woman brought to the emergency department by the police fol-

lowing a documented intimate partner altercation may later deny to a mental 

health professional that acts of physical intimate partner maltreatment had 
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occurred, even if they were documented by others contemporaneously. Given 

the contradictions and inconsistencies common to the inter- and intrareporter 

accounts of maltreatment, clinicians should weigh factors such as contempora-

neousness, secondary gain from reporting or recantation, and trauma to infer 

which report appears most credible.

Given the considerably elevated risk posed by relationship problems and mal-

treatment, individuals presenting for suicidal ideation and depression, anxiety, 

and substance use disorders (Norman et al., 2012; Potter et al., 2021) and PTSD 

(Kessler et al., 2017) should be routinely screened for relationship problems and 

maltreatment. Furthermore, professional organizations have also recommended 

that health professionals screen all women of childbearing age for intimate 

partner maltreatment (Feltner et al., 2018).

Finally, as with all physical and mental health diagnoses, clinicians should 

assess whether the acts and impacts meet ICD-11 diagnostic requirements and 

also factors such as severity, chronicity, and trajectory of the acts and impacts in 

creating treatment plans. Furthermore, assessments should be culturally sensi-

tive, placing the family unit within the larger ecology of their community and 

subculture. For example, child physical maltreatment may be due to a parent’s 

impulsive anger, their interpretation of religious mandates, or their desire to 

enforce rules intended to protect children from racist dangers. Treatment plans 

for each of these scenarios would have to be different to work with the family 

effectively.

CULTURAL CONSIDERATIONS AND GENDER ISSUES

Local social norms and values held by health care providers undoubtedly 

affect whether and how they approach relationship problems and maltreat-

ment (e.g., Domínguez-Martínez et al., in press). Although people from var-

ious cultures worldwide may disagree on whether causing injury to an intimate 

partner or child is “wrong,” ICD-11’s harm criterion provides a common stan-

dard from which to draw clear lines between abusive or neglectful acts on the 

one hand and nonabusive or nonneglectful acts on the other. The advantage 

of the ICD-11 harm criterion is that it requires acts to be damaging (or have a 

reasonable potential to be damaging) for them to be considered maltreatment 

(and not just ill advised). The harm criterion is imperfect; when clear-cut 

harm is not present, it requires considerable inference from clinicians. How-

ever, field testing with standardized clinical vignettes indicated that mental 

health professionals across the globe appear to apply the ICD-11 diagnostic 

requirements for relationship problems and maltreatment in relatively similar 

ways (Heyman et al., 2018).

Furthermore, cultural issues intersect with gender issues in the unequal 

status of women in many societies and the “normalization” of violence against 

them, particularly in the context of sexual or other intimate relationships. This 

contributes to partner maltreatment prevalence variability by regions world-

wide and across income levels (WHO, 2021). Globally, the following gender- 

Co
py

rig
ht

 A
m

er
ic

an
 P

sy
ch

ol
og

ic
al

 A
ss

oc
ia

tio
n.

 N
ot

 fo
r 

fu
rt

he
r 

di
st

rib
ut

io
n.



Relationship Problems and Maltreatment  397

related factors are related to higher local levels of male-to-female partner 
violence: norms related to male authority over female behavior; norms justi-
fying “wife beating”; the extent to which law and practice disadvantage women, 
compared with men, in access to land, property, and economic resources; and 
gender-related discrimination within families (Heise & Kotsadam, 2015).

Gender is also an important factor in child maltreatment. The prevalence of 
self-reported sexual abuse is higher for females, whereas physical abuse preva-
lence is higher for males (Moody et al., 2018). Prevalences of self-reported emo-
tional abuse and neglect differed by gender in some regions and not in others 
(Moody et al., 2018). There is not a large enough body of research to make 
conclusions about caregiver gender as a risk factor (Stith et al., 2009).

Although creating a threshold between what is socially sanctioned and what is 
problematic is an inherently culture-based decision, there are similar difficulties in 
creating international standards in other areas with strong cultural influences, 
such as the rights of women and children. Yet countries around the world have 
agreed on the United Nations’ Convention on the Rights of the Child (United 
Nations, 1989) and the Convention on the Elimination of all Forms of Discrimina-
tion Against Women (United Nations, 1979) that establish these types of stan-
dards. The more elaborated guidance in the ICD-11 CDDR provides mental health 
professionals worldwide with an improved standard to use in coding abusive and 
neglectful acts and omissions. We hope that the ICD-11 CDDR for relationship 
problems and maltreatment will contribute to the assessment of these powerful 
factors in health and mental health and to relevant data collection and statistics, 
policy development, and health care practices that support the WHO’s 1946 
objective of “the attainment by all peoples of the highest possible level of health” 
(as cited in WHO, 2020, p. 2).

KEY POINTS

•	 Relationship problem codes involve a threat to the well-being of an inti-
mate relationship or caregiver–child relationship. Maltreatment categories 
comprise problems that threaten the health or well-being of an individual 
(maltreatment—comprising physical, sexual, and psychological maltreat-
ment and neglect).

•	 Maltreatment codes in the section on external causes of morbidity or mortal-
ity are used to indicate (a) the cause of an individual’s specific injury or death 
and (b) whether the individual is the perpetrator or victim. Maltreatment 
codes are also in the section on factors influencing health status or contact 
with health services to record a history of maltreatment; codes in this section 
are also available for spouse/partner and caregiver–child problems. Finally, 
ICD-11 has codes to document the examination or observation for suspected 
maltreatment.

•	 The ICD-11 CDDR’s line between problematic behavior and maltreatment (the 

“harm criterion”) requires that acts or omissions cause, or have a high poten-

tial to cause, substantial harm to health.
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•	 Relationship problems and maltreatment are common, affecting close to 
half of individuals during their lifetimes.

•	 Relationship problems and maltreatment can cause, be caused by, exacerbate, 
or be exacerbated by, mental, behavioral, and neurodevelopmental disorders. 
Thus, appropriate treatment of both individual and relational depends on 
careful assessment of both types of problems.

•	 Because of the prevalence of and risk inherent in relationship problems 
and maltreatment, screening for these problems should be a regular com-
ponent of psychological and physical health care. Positive screens should 
be followed up privately to assess whether the relationship problems and/or 
maltreatment meet diagnostic levels, to explore the connection between 
presenting symptoms and the presence or history of relationship problems 
and/or maltreatment, to provide emotional support, and to ensure safety.

•	 Relationship problems and maltreatment are best understood through a 
developmentally and culturally informed assessment aimed at understanding 
how the behaviors within the family unit fit within the larger ecology of their 
community and subculture. Furthermore, such assessments need to consider 
the intersection of gender and culture in partners, caregivers, and children in 
the behavioral, cognitive, and affective factors that influence (a) risk for per-
petration and victimization and (b) the meaning attached to these problems.

REFERENCES

American Heritage Dictionary. (2019). American Heritage dictionary of the English language 
(5th ed.). Houghton Mifflin Harcourt Publishing Company.

Anderson, J. R., Van Ryzin, M. J., & Doherty, W. J. (2010). Developmental trajectories 
of marital happiness in continuously married individuals: A group-based modeling 
approach. Journal of Family Psychology, 24(5), 587–596. https://doi.org/10.1037/
a0020928

Anderson, S. A., Russell, C. S., & Schumm, W. R. (1983). Perceived marital quality and 
family life cycle categories. Journal of Marriage and the Family, 45(1), 127–139. https://
doi.org/10.2307/351301

Beach, S. R. H., & Whisman, M. A. (2013). Relationship distress: Impact on mental ill-
ness, physical health, children, and family economics. In H. M. Foran, S. R. H. Beach, 
A. M. S. Slep, R. E. Heyman, & M. Z. Wamboldt (Eds.), Family problems and family 
violence: Reliable assessment and the ICD-11 (pp. 91–100). Springer.

Beach, S. R. H., Whisman, M. A., Snyder, D. K., & Heyman, R. E. (2013). Practical tools 
for assessing marital or intimate partner relational problems in clinical practice and 
public health settings. In H. M. Foran, S. R. H. Beach, A. M. S. Slep, R. E. Heyman, & 
M. Z. Wamboldt (Eds.), Family problems and family violence: Reliable assessment and the 
ICD-11 (pp. 101–109). Springer.

Charles, P., & Perreira, K. M. (2007). Intimate partner violence during pregnancy and 
1-year post-partum. Journal of Family Violence, 22(7), 609–619. https://doi.org/10.1007/
s10896-007-9112-0

Chen, L. P., Murad, M. H., Paras, M. L., Colbenson, K. M., Sattler, A. L., Goranson, E. N., 
Elamin, M. B., Seime, R. J., Shinozaki, G., Prokop, L. J., & Zirakzadeh, A. (2010).  
Sexual abuse and lifetime diagnosis of psychiatric disorders: Systematic review and 
meta-analysis. Mayo Clinic Proceedings, 85(7), 618–629. https://doi.org/10.4065/
mcp.2009.0583

Co
py

rig
ht

 A
m

er
ic

an
 P

sy
ch

ol
og

ic
al

 A
ss

oc
ia

tio
n.

 N
ot

 fo
r 

fu
rt

he
r 

di
st

rib
ut

io
n.



Relationship Problems and Maltreatment  399

Domínguez-Martínez, T., Arango de Montis, I., Robles García, R., García, J. A., Medina 
Mora, M. E., Burns, S. C., Kogan, C. S., Heyman, R. E., Foran, H. M., Slep, A. M. S., 
Keeley, J. W., & Reed, G. M. (in press). Clinicians’ diagnostic accuracy of intimate 
partner relational problems and maltreatment: An international ICD-11 field study. 
Psychology of Violence.

Feltner, C., Wallace, I., Berkman, N., Kistler, C. E., Middleton, J. C., Barclay, C.,  
Higginbotham, L., Green, J. T., & Jonas, D. E. (2018). Screening for intimate partner 
violence, elder abuse, and abuse of vulnerable adults: Evidence report and systematic 
review for the US Preventive Services Task Force. Journal of the American Medical Associ-
ation, 320(16), 1688–1701. https://doi.org/10.1001/jama.2018.13212

Finkelhor, D., Turner, H., Wormuth, B. K., Vanderminden, J., & Hamby, S. (2019). 
Corporal punishment: Current rates from a national survey. Journal of Child and 
Family Studies, 28(7), 1991–1997. https://doi.org/10.1007/s10826-019-01426-4

Flinn, M. (2011). Evolutionary anthropology of the human family. In T. Shackelford &  
C. Salmon (Eds.), The Oxford handbook of evolutionary family psychology (pp. 12–32). 
Oxford University Press. https://doi.org/10.1093/oxfordhb/9780195396690.013.0002

Foran, H. M., Beach, S. R. H., Slep, A. M. S., Heyman, R. E., & Wamboldt, M. Z. (Eds.). 
(2013). Family problems and family violence: Reliable assessment and the ICD-11. Springer.

Funk, J. L., & Rogge, R. D. (2007). Testing the ruler with item response theory: Increasing 
precision of measurement for relationship satisfaction with the Couples Satisfaction 
Index. Journal of Family Psychology, 21(4), 572–583. https://doi.org/10.1037/0893- 
3200.21.4.572

Heise, L. L., & Kotsadam, A. (2015). Cross-national and multilevel correlates of partner 
violence: An analysis of data from population-based surveys. The Lancet Global 
Health, 3(6), e332–e340. https://doi.org/10.1016/S2214-109X(15)00013-3

Heyman, R. E., Baucom, K. J. W., Xu, S., Slep, A. M. S., Snarr, J. D., Foran, H. M., Lorber, 
M. F., Wojda, A. K., & Linkh, D. J. (2021). High sensitivity and specificity screening 
for clinically significant intimate partner violence. Journal of Family Psychology, 35(1), 
80–91. https://doi.org/10.1037/fam0000781

Heyman, R. E., Kogan, C. S., Foran, H. M., Burns, S. C., Smith Slep, A.M., Wojda, A. K., 
Keeley, J. W., Rebello, T. J., & Reed, G. M. (2018). A case-controlled field study eval-
uating ICD-11 proposals for relational problems and intimate partner violence. Inter-
national Journal of Clinical and Health Psychology, 18(2), 113–123. https://doi.org/ 
10.1016/j.ijchp.2018.03.001

Heyman, R. E., Slep, A. M. S., Snarr, J. D., & Foran, H. M. (2013). Practical tools for 
assessing partner maltreatment in clinical practice and public health settings. In H. M. 
Foran, S. R. H. Beach, A. M. S. Slep, R. E. Heyman, & M. Z. Wamboldt (Eds.), Family 
problems and family violence: Reliable assessment and the ICD-11 (pp. 43–70). Springer.

Jose, A., & O’Leary, K. D. (2009). Prevalence of partner aggression in representative 
and clinic samples. In K. D. O’Leary & E. M. Woodin (Eds.), Psychological and physical 
aggression in couples: Causes and interventions (pp. 15–35). American Psychological 
Association. https://doi.org/10.1037/11880-001

Kessler, R. C., Aguilar-Gaxiola, S., Alonso, J., Benjet, C., Bromet, E. J., Cardoso, G., 
Degenhardt, L., de Girolamo, G., Dinolova, R. V., Ferry, F., Florescu, S., Gureje, O., 
Haro, J. M., Huang, Y., Karam, E. G., Kawakami, N., Lee, S., Lepine, J., Levinson, D., . . . 
Koenen, K. C. (2017). Trauma and PTSD in the WHO World Mental Health Surveys. 
European Journal of Psychotraumatology, 8(Suppl. 5), Article 1353383. https://doi.org/ 
10.1080/20008198.2017.1353383

Kiecolt-Glaser, J. K., & Wilson, S. J. (2017). Lovesick: How couples’ relationships influ-
ence health. Annual Review of Clinical Psychology, 13(1), 421–443. https://doi.org/ 
10.1146/annurev-clinpsy-032816-045111

Liebschutz, J., Battaglia, T., Finley, E., & Averbuch, T. (2008). Disclosing intimate partner 
violence to health care clinicians—What a difference the setting makes: A qualitative 
study. BMC Public Health, 8(1), 229–237. https://doi.org/10.1186/1471-2458-8-229

Co
py

rig
ht

 A
m

er
ic

an
 P

sy
ch

ol
og

ic
al

 A
ss

oc
ia

tio
n.

 N
ot

 fo
r 

fu
rt

he
r 

di
st

rib
ut

io
n.



400  Heyman, Smith Slep, and García-Moreno

Mitnick, D. M., Heyman, R. E., & Smith Slep, A. M. (2009). Changes in relationship 
satisfaction across the transition to parenthood: A meta-analysis. Journal of Family 
Psychology, 23(6), 848–852. https://doi.org/10.1037/a0017004

Moody, G., Cannings-John, R., Hood, K., Kemp, A., & Robling, M. (2018). Establishing 
the international prevalence of self-reported child maltreatment: A systematic review 
by maltreatment type and gender. BMC Public Health, 18(1), 1164. https://doi.org/ 
10.1186/s12889-018-6044-y

Norman, R. E., Byambaa, M., De, R., Butchart, A., Scott, J., & Vos, T. (2012). The long-
term health consequences of child physical abuse, emotional abuse, and neglect:  
A systematic review and meta-analysis. PLoS Medicine, 9(11), Article e1001349. https://
doi.org/10.1371/journal.pmed.1001349

O’Leary, K. D. (1999). Developmental and affective issues in assessing and treating 
partner aggression. Clinical Psychology: Science and Practice, 6(4), 400–414. https://
doi.org/10.1093/clipsy.6.4.400

O’Leary, K. D., Vivian, D., & Malone, J. (1992). Assessment of physical aggression against 
women in marriage: The need for multimodal assessment. Behavioral Assessment, 14, 
5–14.

Potter, L. C., Morris, R., Hegarty, K., García-Moreno, C., & Feder, G. (2021). Categories 
and health impacts of intimate partner violence in the World Health Organization 
multi-country study on women’s health and domestic violence. International Journal of 
Epidemiology, 50(2), 652–662. https://doi.org/10.1093/ije/dyaa220

Repetti, R. L., Taylor, S. E., & Seeman, T. E. (2002). Risky families: Family social envi-
ronments and the mental and physical health of offspring. Psychological Bulletin, 
128(2), 330–366. https://doi.org/10.1037/0033-2909.128.2.330

Robles, T. F., Slatcher, R. B., Trombello, J. M., & McGinn, M. M. (2014). Marital quality 
and health: A meta-analytic review. Psychological Bulletin, 140(1), 140–187. https://
doi.org/10.1037/a0031859

Slep, A. M. S., Heyman, R. E., Snarr, J. D., & Foran, H. M. (2013). Practical tools for 
assessing child maltreatment in clinical practice and public health settings. In H. M. 
Foran, S. R. H. Beach, A. M. S. Slep, R. E. Heyman, & M. Z. Wamboldt (Eds.), Family 
problems and family violence: Reliable assessment and the ICD-11 (pp. 159–183). Springer.

Slep, A. M. S., Rhoades, K. A., Lorber, M. F., & Heyman, R. E. (2022). Glimpsing the iceberg: 
Parent-child physical aggression and abuse. Child Maltreatment. Advance online publi-
cation. https://doi.org/10.1177/10775595221112921

Stith, S. M., Liu, T., Davies, L. C., Boykin, E. L., Alder, M. C., Harris, J. M., Som, A., 
McPherson, M., & Dees, J. E. M. E. G. (2009). Risk factors in child maltreatment:  
A meta-analytic review of the literature. Aggression and Violent Behavior, 14(1), 13–29. 
https://doi.org/10.1016/j.avb.2006.03.006

United Nations. (1979). Convention on the elimination of all forms of discrimination against 
women. https://www.un.org/womenwatch/daw/cedaw/cedaw.htm

United Nations. (1989). Convention on the rights of the child (Treaty no. 27531), United 
Nations Treaty Series, 1577, 3–178. https://treaties.un.org/doc/Treaties/1990/09/ 
19900902%2003-14%20AM/Ch_IV_11p.pdf 

Wamboldt, M. Z., & Cordaro, A. R. (2013). Practical tools for assessing marital or intimate 
partner relational problems in clinical practice and public health settings. In H. M. 
Foran, S. R. H. Beach, A. M. S. Slep, R. E. Heyman, & M. Z. Wamboldt (Eds.), Family 
problems and family violence: Reliable assessment and the ICD-11 (pp. 216–228). Springer.

World Health Organization. (2010). Global and regional estimates of violence against women: 
Prevalence and health effects of intimate partner violence and non-partner sexual violence. 
https://www.who.int/publications/i/item/9789241564625

World Health Organization. (2014). Global status report on violence prevention 2014. https://
www.who.int/publications/i/item/9789241564793

World Health Organization. (2020). Basic documents (49th ed., amended effective May 31, 
2019). https://apps.who.int/gb/bd/

Co
py

rig
ht

 A
m

er
ic

an
 P

sy
ch

ol
og

ic
al

 A
ss

oc
ia

tio
n.

 N
ot

 fo
r 

fu
rt

he
r 

di
st

rib
ut

io
n.



Relationship Problems and Maltreatment  401

World Health Organization. (2021). Violence against women prevalence estimates, 2018. https://
www.who.int/publications/i/item/9789240022256

World Health Organization. (2023). ICD-11 for mortality and morbidity statistics (Version: 
01/2023). https://icd.who.int/browse11/l-m/en#/

World Health Organization. (2024). Clinical descriptions and diagnostic requirements for ICD-11 
mental, behavioural and neurodevelopmental disorders. https://www.who.int/publications/ 
i/item/9789240077263 

Co
py

rig
ht

 A
m

er
ic

an
 P

sy
ch

ol
og

ic
al

 A
ss

oc
ia

tio
n.

 N
ot

 fo
r 

fu
rt

he
r 

di
st

rib
ut

io
n.



A Psychological Approach to Diagnosis: Using the ICD-11 as a Framework, edited by G. M. Reed,
P. L. -J. Ritchie, A. Maercker, and T. J. Rebello
Copyright © 2024 American Psychological Association. All rights reserved.

Co
py

rig
ht

 A
m

er
ic

an
 P

sy
ch

ol
og

ic
al

 A
ss

oc
ia

tio
n.

 N
ot

 fo
r 

fu
rt

he
r 

di
st

rib
ut

io
n.



  403

INDEX

A

AAIDD (American Association on 
Intellectual and Developmental 
Disabilities), 43

Ability–achievement discrepancies, 50
Absenteeism at work, 370
Abstinence from alcohol, 276
Abuse, sexual. See Sexual abuse
Academic skills, 50
Acamprosate, 276
Accident risk, and insomnia, 370
Achenbach System of Empirically Based 

Assessment, 256
Action stage, of change, 278
Active suppression of negative emotions, 291
Acute and transient psychotic disorder, 

88–89
Acute phase, of schizophrenia, 86
Adaptive functioning, in disorders of 

intellectual development, 42–43, 45, 
47, 49

Addiction Severity Index, 282
Addiction-specific psychological treatment 

targets, 283
Addiction-specific psychometrically valid 

instruments, 277
Addictive behavior and impulse control 

disorders, 9, 289–309
compulsive sexual behavior disorder, 

298–300
and disorders of intellectual  

development, 48
distinguishing between, 304–305

field studies program on, 28
gambling disorder, 292–294
gaming disorder, 294–295
general principles of assessment of, 

302–304
intermittent explosive disorder, 300–302
key validity issues, 304
kleptomania, 297–298
overarching logic of, 289–290
psychological approach to, 290–292
pyromania, 295–297
substance-induced, 275
substance use disorders vs., 290

ADHD. See Attention deficit hyperactivity 
disorder

Adjustment disorder, 104–105, 176, 
186–188

and MDAD, 107
and prolonged grief disorder, 185
and PTSD, 178

Adjustment Disorder–New Module 
(ADNM), 188

Adolescents
cognitive symptoms, in depressive 

disorders, 108
with complex PTSD, 183
diagnosis of bipolar disorders in, 126
dissociative disorders in, 206
PTSD in, 179
substance use by, 279
suicidal ideation, in depressive disorders, 

108
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in oppositional defiant disorder, 253
in prolonged grief disorder, 184

Anhedonia, 140
in depressive disorders, 102
in schizophrenia, 83–84

Anorexia nervosa, 213, 215–216
and avoidant-restrictive food intake 

disorder, 221
and body dysmorphic disorder, 160
mortality of, 223
prevalence of, 224–226

Anorgasmia, 357
Antagonistic behavior, in oppositional 

defiant disorder, 253
Antidepressant medications

and bipolar disorders, 123
gender differences in response to, 112
and sexual dysfunctions, 361
and somatoform disorders, 243

Antipsychotic medications, 330
Antisocial outcomes, and conduct-dissocial 

disorder, 263
Anxiety and fear-related disorders

agoraphobia, 142–144
and anorgasmia, 357
and ASD, 73
and avoidant-restrictive food intake 

disorder, 219
and bipolar disorders, 126, 129
and bodily distress disorders, 233, 

241–243
as cause of parasomnia, 379
and compulsive sexual behavior disorder, 

299
co-occurring disorders, 150
cultural and contextual considerations 

in, 150–151
and depersonalization-derealization 

disorder, 205
and depressive disorders, 104
and developmental learning disorder, 55
and disorders of intellectual  

development, 47
in feeding and eating disorders, 214, 

221–222
and gambling disorder, 294
and gaming disorder, 295
general principles for assessment of, 

138–139
and hypoactive sexual desire  

dysfunction, 356
and intermittent explosive disorder, 302
and kleptomania, 297
and MDAD, 107
in personality disorders, 321, 322
in olfactory reference disorder, 161
and oppositional defiant disorder, 255, 

258, 263
overarching logic of, 137

Adults
older, prolonged grief disorder in, 185
substance use by, 279

Advanced sleep–wake phase disorders, 370, 
375–377

Adverse childhood experiences, in 
dissociative disorders, 206

Affect, flat, 83, 338
AFRD. See Anxiety and fear-related disorders
Aggression

in ADHD, 256
and ASD, 73
in complex PTSD, 183
in conduct-dissocial behavior, 253
in intermittent explosive disorder, 300
toward others, 45

Aging
and amnestic disorder, 332
and delirium, 336
and dissociative amnesia, 199
mild neurocognitive disorder vs., 331
and personality disorder, 324
and prolonged grief disorder, 185

Agitation or aggression specifier, in 
dementia, 336

Agoraphobia, 137, 142–144
Agreeableness personality trait, 313
Akinetic seizures, 374
Alcohol

abstinence from, 276
as cause of amnestic disorder or 

dementia, 329
as cause of dementia, 334
metabolism, gender differences in, 284

Alcohol-related physical disorders, 271
Alcohol use, in ASD, 67
Alcohol use effects, and parasomnias, 379
Alogia, in schizophrenia, 83
Altman Self Rating Scale, 128
Alzheimer disease, 329, 334–335
American Association on Intellectual and 

Developmental Disabilities (AAIDD), 43
American Psychological Association (APA), 

33
Amnesia. See also Dissociative amnesia

in DID, 202
in dissociative disorders, 194
generalized, 198
and kleptomania, 297
selective, 198
in trance disorder, 200

Amnestic disorder, 328, 332–333, 337
Amphetamines, 270
Anankastia specifier, in personality 

disorders, 312, 319
Anesthesia, in dissociative disorders, 194
Anger

and AFRD, 263
and depressive disorders, 263

Co
py

rig
ht

 A
m

er
ic

an
 P

sy
ch

ol
og

ic
al

 A
ss

oc
ia

tio
n.

 N
ot

 fo
r 

fu
rt

he
r 

di
st

rib
ut

io
n.



 	 Index  405

and conduct-dissocial disorder, 258
co-occurring disorders, 259–260
cultural and contextual considerations 

in, 264
and depressive disorders, 258–260
developmental course of, 260–262
and developmental learning disorders, 

55
differential diagnosis of, 257–259
and disorders of intellectual  

development, 47
in early childhood, 261
and epilepsy, 260
and gambling disorder, 294
and gaming disorder, 295
gender-related considerations in, 265
hypersomnolence vs., 374
inappropriate behavior in, 256
in intermittent explosive disorder, 301
and obesity, 260
and OCD, 159
and oppositional defiant disorder, 

258–261
presentations and symptom patterns in, 

254
prevalence of, 259, 262–263
psychological approach to, 252
and pyromania, 296
as risk factor for substance use disorders, 

260
specifiers for, 255–256
specifiers in, 255–256
and Tourette syndrome, 166
and unintentional injuries, 260
validity and other key scientific issues in, 

263
Attention-focusing, 82
Audiometry, 63
AUDIT (WHO Alcohol Use Disorders 

Identification Test), 280–282
Auditory hallucinations, in schizophrenia, 

83–84
Autism spectrum disorder, 61–77

in adolescence, 66–67
in adulthood, 67–69
age at presentation, 61
assessment of, 71–73
and avoidant-restrictive food intake 

disorder, 219
in boys, 65, 71, 75
and breastfeeding, 63
and bullying, 69
co-occurring disorders, 73–74
and creative activities, 68
cultural considerations in, 74
and developmental motor coordination 

disorder, 73
and developmental speech/language 

disorders, 70, 73

panic disorder, 141–142
and PMDD, 108
psychological approach to, 138
and PTSD, 178, 179
and pyromania, 296, 297
and relationship problems and  

maltreatment, 396
and rumination-regurgitation disorder, 

220
in schizoaffective disorder, 87
and schizophrenia and other psychotic 

disorders, 92
selective mutism, 148–150
separation anxiety disorder, 146–148
and sexual dysfunctions, 352, 357, 358, 

360, 361
and sexual maltreatment, 390
and sleep–wake disorders, 369
social anxiety disorder, 145–146
specific phobia, 144–145
substance-induced, 275
and substance use, 282
symptoms in depressive disorders, 102
symptoms in dissociative amnesia, 198
as term, 137

Anxiety symptom specifier, in dementia, 
336

Anxiolytics, 270
as cause of amnestic disorder or 

dementia, 329
APA (American Psychological Association), 

33
Apathy specifier, in dementia, 336
Appetite, 102, 140
Apprehension, focus of. See Focus of 

apprehension
Arousal from non-REM sleep, disorders of, 

378
ASD. See Autism spectrum disorder
Asociality, in schizophrenia, 83–84
Assessment of intellectual ability, 257
Attachment, disorganized, in DID, 206
Attention, 328

in acute and transient psychotic disorder, 
89

in assessment of neurocognitive 
disorders, 338

in dementia, 333
gaining, 45
of parents, child’s disinterest in, 63

Attentional difficulties, 53
Attentional issues, 253
Attention deficit hyperactivity disorder 

(ADHD), 51, 54, 105, 251–254
and AFRD, 260
and ASD, 73, 75
and bipolar disorders, 126
and compulsive sexual behavior disorder, 

299
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traits, in children not on ASD spectrum, 
72

verbal intelligence in, 72
violence in, 73

Autobiographical information, inability to 
recall, in dissociative amnesia, 198

Automatic thought records, 110
Avolition, in schizophrenia, 83–84

B

BAS (behavioral activation system) 
dysregulation theory, 119

BDI (Beck Depression Inventory), 110
Bech Rafaelsen Mania Scale, 128
Beck Depression Inventory (BDI), 110
Behavioral activation, 98–99
Behavioral activation system (BAS) 

dysregulation theory, 119
Behavioral changes, in dementia, 333
Behavioral disturbance specifier, in 

dementia, 336
Behavioral indicators (BIs), 27
Behavioral model of depression, 98
Behavioral strategies, in delirium, 331
Behavior patterns, in sleep–wake disorders, 

369
Behavior problems, 45
Behaviors, unusual, in schizotypal disorder, 

87
Belief-oriented societies, 362
Benzodiazepines, 281, 330
Bereavement, 103, 179

and adjustment disorder, 187
and prolonged grief disorder, 184–185

“Big 5” personality traits, 313, 318
Binge eating disorder, 213, 216–218

and bipolar disorders, 126, 129
bulimia nervosa vs., 218
prevalence of, 225–226

Binge-purge pattern specifier, in anorexia 
nervosa, 215–216

Biopsychosocial model of disability, 99
Bipolar and related disorders, 117–136

assessment of, 128–129
co-occurring disorders, 129–130
cultural and contextual issue in, 130–131
cyclothymic disorders, 124–125
and depressive disorders, 104, 108–109
developmental course of, 127–128
differential diagnosis of, 125–127
and disorders of substance use, 279
and dysthymic disorder, 106
gender considerations in, 131
and hoarding disorder, 163
hypomanic episodes, 121–122
and kleptomania, 298
manic episodes, 120–121
mild neurocognitive disorder vs., 331

differential diagnosis of, 70–71
and disordered eating, 67
and disorders of intellectual  

development, 46–47, 69–70
and distress provoked by change, 62
and emotional development, 65
and empathy, 65
and employment of adults with ASD, 69
and faces, gaze focus on, 62
and facial emotions in, 64
and feeding and eating disorders, 224
and gaze focus on faces, 62
and gender, 61, 74–75
and genetic disorders, 73
genetic substrate, 62
in girls, 65, 67, 71, 74–75
imaginative play in, 65
in infants, 62
and intermittent explosive disorder, 302
and lining up of objects, 63
in middle childhood, 64–66
and motherhood, 75
and noises, 64
and nonverbal behaviors, 65, 68
and OCRDs, 158
overarching logic of, 61–62
and overfocused interests, 61
and oversensitivity to touch, 66
and persistent enquiries, 63
and phobias, 73
and pica, 220
and play in, 63, 65
in preschool children, 62–64
prevalence of, 61, 74
psychological approach to, 62
rituals in, 61, 69
role play in, 65
routines in, 61, 64, 69
and schizotypal disorder, 88
and selective mutism, 149
skill regression in, 64
slow processing speed in, 66
smiling in, 62, 64
social alienation in, 68
social anxiety in, 68
social cognition in, 62
social communication in, 61, 66, 69, 71
social competence in, 62
social conversation in, 68
social development in, 65
and social hierarchies, 67
social inclusion/exclusion in, 61, 63, 65, 69
social media in, 68
social naiveté in, 67
social scripts in, 65
and social situations, unstructured, 65
specifiers in, 69–70
tantrums in, 64, 66
toileting in, 64
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Brown Assessment of Beliefs Scale, 168
Bulimia nervosa, 213, 216–217

and body dysmorphic disorder, 160
prevalence of, 225–226

C

Callous-unemotional traits, 263
Cambridge Depersonalization Scale, 205
Cancer, 110, 361
Cannabinoids, 270
Cannabis, 270, 272, 281
Cardiovascular disease

coronary heart disease, 110
and insomnia, 370
and male erectile dysfunction, 357
risk for, in bipolar disorders, 130

Caregiver–child relationships, 387–388, 392
Caregiver–child sexual contact, 389
Caregivers

interviews with, 45
involvement in child’s activities, 392

Case conceptualization, 16–19, 292
Case-controlled field studies, 26
Cataplexy, 372, 374
Catastrophizing, 233, 235
Catatonia, 85, 374
CBT. See Cognitive-behavioral treatment
Center for Epidemiological Studies 

Depression Scale (CES-D), 110
Cerebrospinal fluid (CSF), 372
Cerebrovascular disease, 329, 334
CES-D (Center for Epidemiological Studies 

Depression Scale), 110
Checking compulsions, 158
Childbirth, and bipolar disorders, 131
Childhood maltreatment, 176, 394
Child maltreatment risk, by age of child, 

393
Children

with bodily distress disorders, 245
cognitive symptoms, in depressive 

disorders, 108
diagnosis of bipolar disorders in, 126
dissociative disorders in, 206
of gamblers, 293
prolonged grief disorder in, 185
PTSD in, 179
rejection of caregiver, 392
suicidal ideation, in depressive disorders, 

108
temperament, and disruptive behavior, 

dissocial behaviors, and ADHD, 257
Chronic insomnia, 370
Chronic irritability-anger specifier, for 

oppositional defiant disorder, 
254–255, 264

Chronic pain, comorbid with depressive 
disorders, 110

misdiagnosis as depressive disorder, 122
mixed episodes, 122–123
and oppositional defiant disorder, 258
overarching logic of, 117–118
prevalence of, 118, 131
psychological approach to, 118–120
and pyromania, 296
and schizophrenia, 85
and sleep–wake disorders, 380
Type I and Type II bipolar disorders, 118, 

123–124
Birth complications, 81, 256–257
BIs (Behavioral indicators), 27
Bladder and bowel control, in ASD, 64
Blame, in prolonged grief disorder, 184
Bloodborne diseases, 281
Blood-brain barrier, 281
Blood tests, in substance use assessments, 

283
BMI (body mass index) and body weight, 

215, 223–224
Bodily distress disorder, 231–249

assessment of, 239–242
case examples of, 237–239
clinical cases, 237–239
comorbid medical conditions in, 234
co-occurring disorders and differential 

diagnosis, 242–244
cultural considerations in, 245
developmental course of, 244–245
and dissociative neurological symptom 

disorders, 197
gender-related features of, 245
overarching logic of, 231–233
presentation and symptom patterns in, 

235–237
prevalence of, 245–246
psychological approach to, 233–235
severity of, 234–237

Body dysmorphic disorder, 155–156, 
159–160

and avoidant-restrictive food intake 
disorder, 222

and body-focused repetitive behavior 
disorders, 164

and feeding and eating disorders, 170
insight specifiers for, 166
and olfactory reference disorder, 161
prevalence of, 170

Body-focused repetitive behavior disorders, 
155, 164–165

Body mass index (BMI) and body weight, 
215, 223

Borderline pattern specifier, in personality 
disorders, 315, 320

Brain damage, substance-induced, 282
Brain neurotransmitter activity, 277
Brain reward systems, 273
Brain structure, 81
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Conduct-dissocial disorder, 251–252
co-occurring disorders, 259–260
cultural and contextual considerations, 264
developmental course of, 260–261
differences with DSM-5, 264
differential diagnosis of, 258
gender-related considerations, 265
and intermittent explosive disorder, 302
and kleptomania, 298
low stability of, 261
and oppositional defiant disorder, 258
presentation and symptom patterns, 

253–254
prevalence of, 259, 262
and pyromania, 296
specifiers for, 254–255

Confusion, in dissociative amnesia, 198
Conscientiousness personality trait, 313
Consciousness, disturbances in, 274
Contemplation stage, of change, 278
“Continuous” specifier, in schizophrenia, 

86
Controlling or isolating behaviors, 390
Convention on the Elimination of all Forms 

of Discrimination Against Women, 
397

Conversation initiation, in ASD, 65
Conversion disorder. See Dissociative 

neurological symptom disorders
Coronary heart disease, and depressive 

disorders, 110
Cortical–striatal–thalamo–cortical (CSTC) 

circuitry, 157
Costello, E. J., 259
Couples communication techniques, 353
Criminal justice system, interactions with, 

280
CSF (cerebrospinal fluid), 372
CSTC (Cortical–striatal–thalamo–cortical) 

circuitry, 157
Cultural practices, and trance disorder, 200
Cultural skills, 55
Cushing syndrome, 127
Cyclothymic disorders, 104, 124–125

D

DALYs (disability adjusted life years), 226
DASS (Depression, Anxiety, and Stress 

Scales), 139
Dawson, D., 18
Daytime functioning, and sleep–wake 

disorders, 369
Daytime stressors, and insomnia, 370
Deactivation, in complex PTSD, 184
Death of a loved one, 177, 184–186
Deceitfulness, in conduct-dissocial 

behavior, 253
Decision-making, 295, 313

Circadian rhythm sleep–wake disorders, 
369

and hypersomnolence, 374
jet lag type, 375–377
prevalence of, 377
shift work type, 375–377

Cleaning compulsions, 158
Clinic-based field studies, 26
Cocaine, 270, 281
Coercion, to seek treatment for substance 

use, 280
Cognition Checklist, 110
Cognitions, distorted and dysfunctional, 

292–293
Cognitive behavioral models, 156–157
Cognitive-behavioral symptoms, 98, 100
Cognitive-behavioral treatments, 99, 149, 

353
Cognitive biases, 82
Cognitive decline, in insomnia, 370
Cognitive development disruption, 391
Cognitive models, of psychosis, 82
Cognitive rigidity, in ASD, 66
Cognitive triad of depression, 98–99
Collecting, hoarding vs., 163
Collectivist cultures, 150, 188
Columbia-Suicide Severity Rating Scale, 

129
Combined presentation, of ADHD, 255
Communication. See Nonverbal 

communication; Social communication; 
Verbal communication

Communication abilities, in assessment of 
neurocognitive disorders, 338

Communication impairment, in disorders 
of intellectual development, 46–47

Communication technique, in couples, 
353

Community engagement, and disruptive 
behavior, dissocial behaviors, and 
ADHD, 257

Community relationships, 188
Compensatory strategies

in adults with ASD, 68
in feeding and eating disorders, 224
in girls with ASD, 74–75

Complex PTSD, 176, 180–184
and DID, 203
and maltreatment, 393
and personality disorder, 321

Compulsive sexual behavior disorder, 289, 
298–300

Compulsive Sexual Behavior Disorder 
Scale, 299

Compulsivity, 158, 296
Concentration, 89, 140, 328
Conceptual skills, in disorders of 

intellectual development, 43
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and sexual dysfunctions, 360, 361
and sleep–wake disorders, 369, 380
and substance use, 282
and symptoms, worse in the morning, 

102
Depressive disorders, 54, 97–115

and adjustment disorder, 187
and AFRDs, 150
and ASD, 73
assessment of, 109–110
and child neglect, 391
and compulsive sexual behavior disorder, 

299
cultural considerations in, 111
developmental course of, 108–109
differential diagnosis of, 103–105
and disorders of intellectual  

development, 48
and disorders of substance use, 279
and dysthymic disorder, 105–106
and GAD, 140
gender considerations in, 111–112
in girls with ASD, 75
and hypochondriasis, 162
and insomnia, 370
and major depression, 100
and male erectile dysfunction, 357
and MDAD, 106–107
and medical conditions, 110–111
mild neurocognitive disorder vs., 331
in oppositional defiant disorder, 255
overarching logic of, 97–98
from physical maltreatment, 389
premenstrual dysphoric disorder, 

107–108
prevalence of, 100
and prolonged grief disorder, 185
psychological approach to, 98–100
and PTSD, 178, 179, 183
and sexual maltreatment, 390
single episode and recurrent, 98, 

100–103
and trance disorder, 200

Depressive mood episodes, 97
Derealization

in dissociative disorders, 195
as term, 205

Desire, in sexual response cycle, 352
Destruction of property, in conduct-

dissocial behavior, 253
Detachment specifier, in personality 

disorders, 312, 318–319, 323
Developmental factors, as risk for learning 

difficulties, 54
Developmental language disorder, 70
Developmental learning disorders, 50–57

assessment of, 53–54
cultural and other contextual issues in, 

55–56

Decreased productivity, and insomnia, 370
Deep brain stimulation, and bipolar 

disorders, 123
Delayed sleep–wake phase disorders, 

370–371, 375–377
Delinquency

and conduct-dissocial disorder, 263
and oppositional defiant disorder, 260
as risk factor for disruptive behavior, 

dissocial behaviors, and ADHD, 257
Delirium, 275, 282, 327, 328, 330–331
Delusional disorder, 89, 91
Delusions

in acute and transient psychotic disorder, 
88

in bipolar disorders, 120, 121, 123
in depressive disorders, 101
and feeding and eating disorders, 222
grandiose, 89, 121, 123
and pyromania, 296
in schizophrenia, 79–80, 83

Dementia, 333–337
and amnestic disorder, 337
and disorders of intellectual  

development, 48
etiology of, 333–335
frontotemporal, 334, 337
and hoarding disorder, 163
and intermittent explosive disorder, 302
prevalence of, 327
severity of, 335–336

Depersonalization
in dissociative amnesia, 198
in dissociative disorders, 195
as term, 205

Depersonalization-derealization disorder, 
205–206, 208

Depression
and anorgasmia, 357
in ASD, 67, 68
in complex PTSD, 181
and depersonalization-derealization 

disorder, 205
in dissociative amnesia, 198
and hoarding, 163
hypersomnolence vs., 374
and hypoactive sexual desire  

dysfunction, 356
and kleptomania, 297
and male delayed ejaculation, 358
in olfactory reference disorder, 161
and oppositional defiant disorder, 258, 263
and personality disorder, 321
in personality disorders, 322
and pyromania, 296
and relationship problems and  

maltreatment, 396
in schizoaffective disorder, 87
and schizophrenia, 85
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gender-related considerations in, 265
overarching logic of, 251–252
presentations and symptom patterns in, 

253–254
prevalence of, 262–263
psychological approach to, 252
specifiers in, 254–255, 256
validity and other key scientific issues in, 

263
in young children, 252

Dissociality specifier, in personality 
disorders, 312, 319

Dissociation
in complex PTSD, 181, 182
as term, 194

Dissociative amnesia, 198–201, 208
Dissociative disorders, 179, 193–211

cultural considerations in, 207
depersonalization-derealization disorder, 

205–206
developmental course of, 206
dissociative amnesia, 198–200
dissociative identity disorder, 201–203, 

207
dissociative neurological symptom 

disorders, 196–197
general principles of assessment for, 

195–196
and hypersomnolence, 374
mild neurocognitive disorder vs., 331
overarching logic of, 193–194
partial dissociative identity disorder, 

203–204
prevalence of, 208
psychological approach to, 194
trance disorder and possession trance 

disorder, 200–202
validity of, 207–208

Dissociative Experiences Scale, 195
Dissociative fugue, 199
Dissociative identity disorder (DID), 

201–203, 207
and distinct personality states, 202

Dissociative neurological symptom 
disorders, 196–197

Dissociative symptoms, 178, 297
Dissociative Symptoms Scale, 195
Distractibility, 126, 254
Disturbances in self-organization (DSO), 

181–183
Diuretic misuse, in feeding and eating 

disorders, 224
Divorce, 178, 393
Domestic violence, 176
Dominant dissociative identity, in partial 

DID, 204
Dopamine, 279

and dopaminergic pathways and system, 
82

differential diagnosis of, 54–55
and disorders of intellectual  

development, 46, 55
presentations and symptom patterns in, 

53
psychological approach to, 50–52
specifiers for, 52–53
specifiers of, 53

Diabetes mellitus
and anorgasmia, 357
and bipolar disorders, 130
and female sexual arousal dysfunction, 

356
and insomnia, 370
and male delayed ejaculation, 358
and male erectile dysfunction, 357
and sexual dysfunctions, 361

Diagnosis of life-threatening illness, 178
Diagnostic and Statistical Manual of Mental 

Disorders, 5th edition (DSM-5)
and disruptive mood dysregulation 

disorder, 264
and dissocial personality disorder, 261
and dissociative disorders, 195, 201
intellectual disability category, 49
and oppositional defiant disorder, 

263–264
DID (dissociative identity disorder), 

201–203, 207
Disability adjusted life years (DALYs), 226
Disability assessments, 280
Disasters, 177
Discontinuation of drugs, 273
Discrimination, 81
Disease processes, and maltreatment, 393
Disinhibition, 283, 324
Disinhibition specifiers

in dementia, 336
in personality disorders, 312, 319

Disorganized attachment, in dissociative 
disorders, 195

Disorganized behavior, in schizophrenia, 
83–84

Disorganized thinking, in schizophrenia, 
83–84

Disruptive behavior in other disorders 
(ASD, ADHD)

in ADHD, 256
in ASD, 67, 68
assessment of, 257
in childhood, 277
co-occurring disorders, 259–260
cultural and contextual considerations 

in, 264
developmental course of, 260–262
differences with DSM-5, 264
differential diagnosis of, 257–259
in disorders of intellectual development, 

47
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Environmental stressors, 81
Environmental toxin exposure, and 

neurocognitive disorders, 329
Epilepsy, 48, 127
Episode of harmful substance use, 274
Epworth Sleepiness Scale, 374
Erectile dysfunction, 356–357
Etiological considerations specifiers, in 

sexual dysfunctions, 354–355
Excessive attention to bodily sensations, 

233
Excessive daytime sleepiness. See 

Hypersomnolence
Excitement, in sexual response cycle, 352
Excoriation disorder, 155–157, 164–165
Executive control, 290
Executive functioning

in ADHD vs. developmental learning 
disorder, 55

in ASD, 72
in assessment of neurocognitive 

disorders, 338
in dementia, 333

Exercise, excessive
in anorexia nervosa, 215
in bulimia nervosa, 216, 217
and feeding and eating disorders, 224	

Expectations of substance use, 278
Experiences of influence, passivity, or 

control, in schizophrenia, 83–84
Experiential avoidance, 157
Exposure and response prevention, 157
Expressive negative symptoms, in 

schizophrenia, 84
External control, in trance disorder, 200
Externalizing behaviors and disorders, 76, 

150, 187, 260, 264–265, 391
External possessing spirits, 201
External triggers, for psychotic experiences, 

81
Extraversion personality trait, 313
Eye contact, in ASD, 63, 64

F

Factitious disorders, 197
False memories, in dissociative disorders, 

207
Family adversity, and separation anxiety 

disorder, 147
Family environment, 260
Family history of disorders due to substance 

use, 277
Family interviews, 45, 203
Fasting, 217
Fear. See also Anxiety and fear-related 

disorders
in bodily distress disorders, 233–234, 

240, 242

Down syndrome, and dementia, 334
Drop attacks, and cataplexy, 374
Drug metabolism, 273, 277
Drug use

and child neglect, 391
injecting, 281
and physical maltreatment, 389

DSO (disturbances in self-organization), 
181–183

Dyscalculia, 52
Dysgraphia, 52
Dyslexia, 52
Dyslipidemia, and bipolar disorders, 130
Dyspareunia, 351–352
Dyspraxia, in ASD, 66
Dysthymic disorder, 98–99, 105–106, 183

E

Eating disorders. See Feeding and eating 
disorders

EBT (emotion-based therapy), and sexual 
dysfunction, 353

Echolalia, 65
Ecological implementation field studies, 26
Educational factors

in ASD, 72
with learning difficulties, 54

Effort, lack of, and developmental learning 
disorder, 54

Ejaculatory dysfunctions, 350–351, 
358–359

Emotional abuse and neglect, in DID, 206
Emotional processes and regulation, 291
Emotional responses to stressors, 81
Emotional trauma, 81
Emotional volatility, and ASD, 73
Emotion-based therapy (EBT), and sexual 

dysfunction, 353
Emotion (dys)regulation

in complex PTSD, 184
in OCRD, 157
in oppositional defiant disorder, 253, 260

Empowerment, of persons with mental 
disorders and psychosocial disabilities, 
32

Encephalopathy, and ASD, 73
Endometriosis, 359
Enema misuse, 224
Energy level, and bipolar disorders, 125
Enforcement of limits, 392
Environment

in disorders of intellectual development, 
47

and insomnia, 370
and parasomnia, 379
in personality disorders, 322

Environmental resources, in complex 
PTSD, 181
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Food allergies, and avoidant-restrictive food 
intake disorder, 219

Food compulsions, 224
Food obsessions, 224
Food preferences, in ASD, 63, 67
Formulation-based approach, to 

interventions, 81
Frequency of substance use, 281
Friendships, in ASD, 65
Frontotemporal dementia, 334, 337
Frustration, in disorders of intellectual 

development, 47
FSCG (Field Studies Coordination Group), 

26
FSFI (Female Sexual Functioning Index), 

360
Fugue states, 178, 182, 199
Functional analysis, 81
Functional behavioral assessment, 45
Functional impairment

in addictive behaviors, 303
and bodily distress disorders, 236
in depressive disorders, 99
in trance disorder, 202

Functional language impairment, in ASD, 
69–70

Functional neurological disorder. See 
Dissociative neurological symptom 
disorders

Functional play, in ASD, 65
Functioning, adaptive. See Adaptive 

functioning

G

GAD. See Generalized anxiety disorder
GAD-7 (screening measure), 139
Gaining attention, 45
Gambling, 292, 304
Gambling disorder, 289, 292–294

gaming disorder vs., 293
prevalence of, 293
and pyromania, 297

Gaming disorder, 289, 294–295
gambling disorder vs., 293
prevalence of, 294

Gastrointestinal problems, and disorders of 
intellectual development, 48

Gender
and antidepressant response, 112
and autism spectrum disorder, 61, 74–75
and bipolar and related disorders, 131
and bodily distress disorder, 245
and depressive disorders, 111–112
and DID, 202
and disorders due to substance use, 284
and disruptive behavior, dissocial 

disorders, and attention deficit 
hyperactivity disorder (ADHD), 265

and neglect, 391
from physical maltreatment, 389
as term, 137
in vaginismus, 352

Fearful-avoidant attachment, in DID, 206
Feeding and eating disorders, 213–229.  

See also Anorexia nervosa; Binge 
eating disorders; Bulimia nervosa

appetite, 102, 140
in ASD, 63, 73
assessment of, 223–224
avoidant-restrictive food intake disorder, 

64, 218–219
and body dysmorphic disorder, 170
boundary with normality and differential 

diagnosis of, 220–222
co-occurring disorders, 222
cultural and contextual considerations 

in, 224–225
developmental course of, 222–223
and disorders of intellectual development, 

48
gender-related considerations in, 

225–226
and intermittent explosive disorder, 302
and OCRDs, 158
overarching logic of, 213–214
pica, 219–220
prevalence of, 226–227
psychological approach to, 214–215
rumination-regurgitation disorder, 213, 

220
and sexual maltreatment, 390
sleep-related eating disorder, 378

Female(s)
adolescent, depression in, 108
diagnostic bias against, in ASD, 61
genital mutilation of, 354, 357, 359

Female Sexual Distress Scale, 360
Female Sexual Functioning Index (FSFI), 

360
Fibromyalgia, and bodily distress disorders, 

244
Field Studies Coordination Group (FSCG), 

26
Firefighting, 295
First episode specifier, in schizophrenia, 

86
Fischer, V. J., 46
Fitness for work, 280
Flashbacks, 178–180, 198
Flat affect, 83, 338
Focus group interviews, 46
Focus of apprehension

in AFRDs, 138, 150
in panic disorder, 142
in separation anxiety disorder, 146
in social anxiety disorder, 145–146
in specific phobias, 144
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Hallucinations, 79, 80, 177
in acute and transient psychotic disorder, 

88
auditory, in schizophrenia, 83–84
in bipolar disorders, 120, 123
in depressive disorders, 101
and pyromania, 296

Hallucinogens, 270
Hamilton Rating Scale for Depression, 109
Hand flapping, in ASD, 61
Harmful pattern of substance abuse, 272, 

274, 280
Harmful route of administration of 

substances, 272
Harm(s)

and consequences, in history-taking, 
282

to people or things, 390
to self or others, 274

Hazardous substance use, 271, 280
Head trauma

and dementia, 334–335
and dissociative amnesia, 198, 199

Health
in caregiver-child relationship problems, 

393
as term, 385

Health anxiety disorder. See Hypochondriasis
Health problems, in personality disorders, 

322
Health treatments, and disorders of 

intellectual development, 46
Healthy intimate and family relationships, 

386
Hearing

and ASD, 63, 70
and developmental learning disorder, 55

Hearing voices, 79
in dissociative disorders, 196
in trance disorder, 201

Heart disease. See Cardiovascular disease
Heavy metal exposure, and dementia, 334
Heritability. See Genetic factors
Heroin, 281
High-risk behavior, in dissociative amnesia, 

198
“High risk of psychosis” status, 92
History, individual, 15–16
History of spouse or partner violence, 387
HIV

and dementia, 334
and neurocognitive disorders, 329

Hoarding disorder, 155–156, 162–164, 166
Hopelessness, 99, 140
Hormonal changes, and hypoactive sexual 

desire dysfunction, 356
Hormonal fluctuations, in women, 111
Hormone treatments, and PMDD, 108
Howes, O. D., 82

and feeding and eating disorders, 
225–226

and gambling disorder, 293
in kleptomania, 297
and obsessive-compulsive and related 

disorders, 169–170
and personality disorder, 322–323
in pyromania, 296
and relationship problems and  

maltreatment, 396–397
and sleep–wake disorders, 380–381
and stress-related disorders, 189

Gender dysphoria, 75
Gender-related discrimination within 

families, 397
Generalized amnesia, 198
Generalized anxiety disorder (GAD), 137, 

139–140
and adjustment disorder, 187
and bipolar disorders, 129
and body dysmorphic disorder, 159
and dysthymic disorder, 106
in girls with ASD, 75
and sleep–wake disorders, 380

Genetic factors
in bipolar disorders, 118
in disruptive behavior, dissocial 

disorders, or ADHD, 252
in hypochondriasis, 162
in personality disorders, 312, 322
in psychotic disorders, 81
in substance use, 277

Genetic testing, 45, 74
Gene variations, 81
Genital mutilation, female, 354, 357, 359
Genital preoccupation, and body 

dysmorphic disorder, 170
Genitourinary diseases, and male erectile 

dysfunction, 357
Genitourinary syndrome of menopause, 

359
Genocide, 176
Getting along with others, in oppositional 

defiant disorder, 253
Global Burden of Disease Study, 131, 226
Global mental health, 30–33
Global rating of severity, in bodily distress 

disorders, 241
Grief disorder, prolonged, 103, 176, 179, 

184–187
Guilt

in complex PTSD, 181
in prolonged grief disorder, 184

H

Habit disorders, 157
Habit reversal training, 157
Hair-pulling disorder. See Trichotillomania
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Illusion of control, 292
Immigration status

and disorders of intellectual develop-
ment, 46

and gambling disorder, 293
Immune functioning, and maltreatment, 

393
Impairments, breadth of, 53
Impulse control disorders. See Addictive 

behavior and impulse control 
disorders

Impulsivity, 289–290
and bipolar disorders, 121, 126
and pyromania, 295

Inattention
in ADHD, 254
in typically developing youth, 261

Inattentive presentation specifier, for 
ADHD, 255

Inclusiveness, 43
Individual history, 15–16
Infection, and neurocognitive disorder, 

329, 332
Infertility, and sexual dysfunctions, 361
Inflammatory bowel disease, and bipolar 

disorders, 130
Inflexible patterns of behavior, in ASD, 61
Inhibitory control, 291
Injecting drug use, 281
Injury(-ies)

and anorgasmia, 357
as cause of neurocognitive disorders, 329
and female sexual arousal dysfunction, 

356
and male delayed ejaculation, 358
and male erectile dysfunction, 357
of others, witnessing, 177

Insomnia disorders, 369–372
and circadian rhythm sleep–wake 

disorders, 376
prevalence of, 371–372

Insufficient sleep syndrome, 370, 373–374
Integrative bimodal model of emotion 

regulation, in bipolar disorders, 120
Integrative cognitive model of bipolar 

disorders, 119
Integrative model of neurocognitive 

disorders, 328
Intellectual and adaptive behavior 

functioning, 27, 43
Intellectual development disorders, 11, 

41–49
and ASD, 70–71
assessment of, 45–46
behavioral indicators study on, 27
co-occurring disorders, 45, 47–48
cultural and other contextual issues in, 

48–49
and dementia, 337

Human rights, 31
Huntington disease, 127, 334
Hydrocephalus, normal pressure, and 

dementia, 334
Hyperactive-impulsive presentation, of 

ADHD, 255
Hyperactivity, and feeding and eating 

disorders, 224
Hyperactivity-impulsivity, in typically 

developing youth, 261
Hyperlipidemia, and female sexual arousal 

dysfunction, 356
Hyperphagia, 108, 126, 373
Hyperreactivity, in complex PTSD, 181, 

183–184
Hypersexuality, in Kleine–Levin syndrome, 

373
Hypersomnia, idiopathic, 372, 373
Hypersomnolence, 108, 126
Hypersomnolence disorders, 369, 372–375
Hypertension, and female sexual arousal 

dysfunction, 356
Hypnagogic exploding head syndrome, 

378–379
Hypnagogic hallucinations, 372
Hypnotics, 329, 334
Hypoactive sexual desire dysfunction, 350, 

355–356
and endocrine conditions, 356

Hypochondriasis, 155–156, 161–162
and bodily distress disorders, 236, 243
and dissociative neurological symptom 

disorders, 197
insight specifiers for, 166
and OCD, 231
prevalence of, 170

Hypocretin, 372
Hypomania Checklist, 128
Hypomanic episodes, 97, 293–294
Hyporeactivity, in complex PTSD, 181
Hypotension, and cataplexy, 374

I

IADQ (International Adjustment Disorder 
Questionnaire), 188

ICD-11 for Mortality and Morbidity 
Statistics (MMS), 24

ICD-11 Personality Disorder Severity Scale 
(PDS-ICD-11), 321

ICF (International Classification of 
Functioning, Disability and Health), 
99

ICHOM (International Consortium for 
Health Outcome Measures), 303–304

ICSD-3 (International Classification of Sleep 
Disorders) (AASM), 368

Idiopathic hypersomnia, 372, 373
Illness, life-threatening, 177
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Inventory of Complicated Grief, 185–186
Irregular sleep–wake rhythm disorder, 

376–377
Irritability

and AFRD, 263
and bipolar disorders, 126
in complex PTSD, 183
and depressive disorders, 263
in oppositional defiant disorder, 253

Irritable bowel syndrome, and bodily 
distress disorders, 244

Isolation from peers, in ASD, 63

J

Johnson, Virginia E., 353
Judgment, in dementia, 333, 336

K

Ketamine, 270
Kishore, M. T., 49
Kleine–Levin syndrome, 372–375

and endocrine conditions, 373
Kleptomania, 289, 297–298
Koenders, M. A., 120

L

Laboratory investigations, in substance use 
assessments, 282–283

Lack of control (loss of control), 289
and feeding and eating disorders, 224
in trance disorder, 202

Lack of emotional reactivity, in depressive 
disorders, 102

Lakhan, R., 46
Language, 328

in ASD, 62–64, 68
in assessment of neurocognitive 

disorders, 338
in dementia, 333
and disorders of intellectual  

development, 46
in dissociative amnesia, 198
second, and selective mutism, 149

Laxative misuse, 216, 217, 224
Learning capacity, 42, 338
Learning difficulties, and pyromania, 296
Learning disorders, developmental. See 

Developmental learning disorders
Legal system, interactions with, 280
Lewy body disease, 334, 379
Life-course approach, to diagnosis of 

mental disorders, 32
Life history, detailed, in dissociative 

disorders, 195
Lifestyle, suboptimal, and early death in 

schizophrenia, 92

and developmental learning disorders, 
55

and differences between ICD-11 and 
DSM-5, 48–49

and kleptomania, 298
overarching logic of, 41–42
prevalence of, 48
psychological approach to, 42–44
screening for, 46
severity specifiers in, 43–44, 49

Intellectual functioning, in assessment of 
neurocognitive disorders, 338

Intelligence, in dissociative amnesia, 198
Intelligence tests, 41
Intermittent explosive disorder, 289, 

300–302
and oppositional defiant disorder, 258
prevalence of, 301
and pyromania, 297

Internal State Scale, 128
Internal triggers, for psychotic experiences, 

81
International Adjustment Disorder 

Questionnaire (IADQ), 188
International Advisory Group for the 

Revision of ICD-10 Mental and 
Behavioural Disorders, 25, 30

International Classification of Functioning, 
Disability and Health (ICF), 99

International Classification of Sleep Disorders 
(ICSD-3) (AASM), 368

International Consortium for Health 
Outcome Measures (ICHOM), 
303–304

International Field Study Centers, 26
International OCD Foundation, 169
International Sex Survey, 299
International Society for Sexual Medicine, 

349
International Trauma Questionnaire, 180, 

183
Interpersonal difficulties, 313

in complex PTSD, 184
and PTSD, 183

Interpersonal interactions, in adult 
relationship distress, 392

Interpersonal patterns, 322
Interpersonal relationships, in dissociative 

amnesia, 198
Interpersonal stressors, 81
Interstitial cystitis, 359
Interventions, individualized, 81
Interviews, 45, 46
Intimate partner bonds, 387–388
Intimate partner violence, 397
Intoxication, 272, 282, 302
Intrauterine exposures, and ASD, 73
Intrusive experiences, in dissociative 

disorders, 194
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Medications. See also Antidepressant 
medications

and anorgasmia, 357
antipsychotic, 330
and early death in schizophrenia, 92
and female sexual arousal dysfunction, 

356
and insomnia, 370
and male delayed ejaculation, 358
over-the-counter, 270
prescription, 275
psychoactive, 43

Melancholia, 101–102
Memory(-ies)

false, in dissociative disorders, 207
inability to recall autobiographical 

information, 198
intrusive, 178
in neurocognitive disorders, 328
working, 42, 72

Memory impairments
in amnestic disorder, 332, 337
in dementia, 333
in dissociative amnesia, 198
in dissociative disorders, 194
in schizophrenia, 82, 105

Men. See also entries beginning with male.
with body dysmorphic disorder, 169
depressive disorders in, 111
norms justifying “wife beating,” 397
norms related to male authority over 

female behavior, 397
schizophrenia in, 85

Menstrual periods, and bipolar disorders, 
131

Mental health history, and circadian 
rhythm sleep–wake disorders, 377

“Mental retardation,” as term in ICD-10, 
41, 43

Mental state examination, 283
Mental status, 92–93
Metabolic conditions, in Kleine–Levin 

syndrome, 373
Metabolic syndrome, 130, 356
Methamphetamines, 270, 281
Methcathinone, 270
Migraines, and bipolar disorders, 126
Mild neurocognitive disorder, 331–332
Mind–body dualism, 329
Mindfulness, and sexual dysfunction, 353
Mini-Mental Status Exam (MMSE), 339–340
Minnesota Multiphasic Personality 

Inventory-3, 340
Minoritized communities, 56
Mirroring of facial expressions, in ASD, 63
Mixed depressive and anxiety disorder 

(MDAD), 98–99, 106–107
Mixed (bipolar) episodes, 97, 122–123, 

293–294

Light therapy, 123
Limited prosocial emotions specifier, 

263–264
Literacy, 46, 55, 66
Localized amnesia, 198
Loneliness

and kleptomania, 297
and pyromania, 296
in schizotypal disorder, 88

Loss of appetite, in depressive disorders, 
102

Loss of consciousness, in dissociative 
neurological symptom disorders, 197

Low-resource settings, 48
Low self-worth, 103
Lying, in conduct-dissocial behavior, 253

M

Maintenance stage, of change, 278
Major depression, 100
Major life events, 81
Major life role activities, in adult 

relationship distress, 392
Male delayed ejaculation, 358–359
Male early ejaculation, 358
Male erectile dysfunction, 356–357
Male Sexual Health Questionnaire, 360
Maltreatment, 389
Maltreatment codes, 386
Manic episodes, 97, 120–121, 293–294
Massachusetts General Hospital Hair-

Pulling Scale, 168
Masters, William H., 353
Mathematics, 52–53. See also Dyscalculia
Maulik, P. K., 48
Mawson, A. R., 46
MDAD (mixed depressive and anxiety 

disorder), 98–99, 106–107
MDMA, 270, 331
Media images, and sex, 362
Medical conditions

and AFRDs, 150
and bipolar disorders, 123, 127
comorbid with depressive disorders, 

110
comorbid with disorders of intellectual 

development, 48
and early death in schizophrenia, 92
and female sexual arousal dysfunction, 

356
and hypoactive sexual desire  

dysfunction, 356
and panic attacks, 141
as risk for learning difficulties, 54
and sexual dysfunction, 355
and sexual pain-penetration disorder, 

359
Medicalization of symptoms, 233, 241
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Motor impairment, and disorders of 
intellectual development, 46, 48

Motor skills, in ASD, 66, 69
Motor stereotypies, in ASD, 61, 68, 75
Motor symptoms

in dissociative disorders, 194
in dissociative neurological symptom 

disorders, 197
Movement(s)

intrusive, in dissociative neurological 
symptom disorders, 196

loss of, in dissociative neurological 
symptom disorders, 196

MSLT (multiple sleep latency test), 
371–374

“Multiple episodes” specifier, in 
schizophrenia, 86

Multiple sclerosis
and anorgasmia, 357
as cause of dementia, 334–335
comorbid with depressive disorders, 110
and female sexual arousal dysfunction, 

356
and male delayed ejaculation, 358

Multiple sleep latency test (MSLT), 371–374
Multiple system atrophy, and REM sleep 

behavior disorder, 379
Murray, R. M., 82
Muscle dysmorphia, and body dysmorphic 

disorder, 170
Muscle movements, involuntary, in 

dissociative neurological symptom 
disorders, 196

Mutism, selective. See Selective mutism

N

Naltrexone, 276
Narcolepsy, 372, 375, 379
National Comorbidity Survey Replication–

Adolescent Supplement, 261
Negative affect, in personality disorders, 

323–324
Negative affectivity specifier, in personality 

disorders, 312, 318
Negative emotion regulation, in compulsive 

sexual behavior disorder, 299
Negative symptoms

absence of, in acute and transient 
psychotic disorder, 89

in schizophrenia, 83–84
Negativism, in schizophrenia, 85
Neglect, 87, 387, 388, 391
“Nerves,” in cultural considerations of 

depressive disorders, 110
Nervous system disease(s)

as cause of neurocognitive disorders, 
329, 332

and DID, 202

MMSE (Mini-Mental Status Exam), 
339–340

MoCA (Montreal Cognitive Assessment), 
339–340

Mode of administration, in substance use, 
281

Modification of environment, 45–46
Moghaddam, N., 18
Montgomery–Asberg Depression Rating 

Scale, 109
Montreal Cognitive Assessment (MoCA), 

339–340
Mood diary, 129
Mood Disorder Questionnaire, 128
Mood disorders

and bodily distress disorders, 233, 241, 
242–243

in childhood, 277
and depersonalization-derealization 

disorder, 205
and developmental learning disorder, 55
and feeding and eating disorders, 

221–222
in feeding and eating disorders, 214
and gambling disorder, 294
and gaming disorder, 295
and intermittent explosive disorder, 302
and kleptomania, 298
and oppositional defiant disorder, 258
and PMDD, 107–108
and pyromania, 297
and schizoaffective disorder, 80, 87
and schizophrenia and other psychotic 

disorders, 92
substance-induced, 275

Mood episodes
frequency of, 126
types of, 97

Mood symptoms
and acute and transient psychotic 

disorder, 89
in dissociative amnesia, 198

Mood symptom specifiers, in dementia, 336
Moral beliefs

in compulsive sexual behavior disorder, 
299

in cultural considerations of depressive 
disorders, 110

and sex, 362
Motivational interviewing, 274
Motivational negative symptoms, in 

schizophrenia, 84
Motivational processes, 291
Motivation(s)

of others, in ASD, 67
in substance use, 277, 278

Motor activity excess, in ADHD, 254
Motor functions, and neurocognitive 

disorders, 338
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Nondominant dissociative identity, 204
Nonepileptic seizures, in dissociative 

neurological symptom disorders, 196, 
197

Nonpurging compensatory behaviors, and 
feeding and eating disorders, 224

Non-REM sleep arousal disorders, 
prevalence of, 380

Non-24-hour sleep–wake rhythm disorder, 
376–377

Nonverbal communication
in ASD, 62, 63, 67, 70
in primary language disorders, 63
in schizophrenia, 84

Normal/clinical behavior boundaries, 264
Normalization of violence against women, 

396
Norms

cultural appropriateness of, 49
related to male authority over female 

behavior, 397
Numeracy skills, in ASD, 66
Nutritional deficiencies, 220, 221, 329, 332

O

Obesity, 130, 218
Obsessions, food-related, 224
Obsessive and perseverant thinking, 222
Obsessive-compulsive and related disorders, 

8, 155–173
assessment of, 167–169
body dysmorphic disorder, 159–160
body-focused repetitive behavior 

disorders, 164–165
cultural considerations in, 169
gender-related features of, 169–170
hoarding disorder, 162–164
hypochondriasis, 161–162
insight specifier for, 166–167
and kleptomania, 298
olfactory reference disorder, 160–161
overarching logic of, 155–156
prevalence of, 170
psychological approach to, 156–157
and sexual dysfunctions, 361
substance-induced, 275
and Tourette syndrome, 165–166

Obsessive-Compulsive Drinking Scale for 
Heavy Drinking, 283

Occupational challenges, in oppositional 
defiant disorder, 255

Occupational functioning, 44
OCD. See Obsessive-compulsive and related 

disorders
Older adults, and onset of bipolar disorders, 

127
Olfactory reference disorder, 155–156, 

160–161, 166, 170

and intermittent explosive disorder, 302
in trance disorder and possession trance 

disorder, 200
Neural circuits, in reward-processing, 290
Neurasthenia, and bodily distress disorders, 

231
Neurobehavioral functions, in assessment 

of neurocognitive disorders, 338
Neurobiological factors, in substance use, 279
Neurochemicals, 279
Neurocognitive disorders, 105, 327–345

assessment of, 338–341
cultural and contextual considerations, 

341–342
and dementia, 333, 337
differential diagnosis of, 336–338
and dissociative amnesia, 199
mild, 328
overarching logic of, 328–329
presentations and symptom patterns in, 

330–336
prevalence of, 327
psychological approach to, 329–330

Neurocognitive function, 290, 338
Neurodevelopmental disorders, 328, 337
Neurological disorders

and dissociative amnesia, 198
and dissociative disorders, 193
and dissociative neurological symptom 

disorders, 197
and male erectile dysfunction, 357

Neurological sensory abnormalities, and 
dissociative neurological symptom 
disorders, 197

Neurologic conditions, in Kleine–Levin 
syndrome, 373

Neuromuscular disorders, and cataplexy, 
374

Neuropsychological factors, in addictive 
and impulsive disorders, 291

Neuropsychological testing, 257, 338, 
339–342

Neuroticism, in personality disorders, 324
Neuroticism personality trait, 313
Neurotransmitters, 81, 82
Neurovegetative symptoms, 98, 100
Nicotine, 270
Nightmare disorder, 378
Nightmares, 178

in dissociative amnesia, 198
prevalence of, 380
in PTSD, 179
and separation anxiety disorder, 147

Night terrors, 380
Nonbinary gender identities, 352
Noncompliance, and developmental 

learning disorder, 54
Nondissociative amnesia vs. dissociative 

amnesia, 199
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Parasomnia disorders, 369, 377–380
Parental style, 162
Parents and parenting, 148, 257, 261
Parkinson disease

and anorgasmia, 357
as cause of dementia, 334–335, 338
and REM sleep behavior disorder, 379

Partial dissociative identity disorder, 
203–204, 208

Partner maltreatment, 393, 394, 396
Patel, V., 32
Patient behavior, during interview, 196
Patient Health Questionnaire-9, 340
Patient interviews, 45
Paucity of positive behaviors, in caregiver–

child relationships, 392
Paucity of speech, in schizophrenia, 83
PCP (phencyclidine), 270
PDS-ICD-11 (ICD-11 Personality Disorder 

Severity Scale), 321
Pellagra, 329, 334
Pelvic floor muscles, 359
Pelvic inflammatory disease, 359
Pelvic pain, 352, 359
Perception disturbances, 201, 273–274
Perceptions, unusual, in schizotypal 

disorder, 87–88
Perceptual motor integration, 51
Perceptual reasoning, 42
Perceptual skills, 328
Perfectionism, 156
Performance validity, 54
Perimenopause, and bipolar disorders, 131
Perinatal factors, and ASD, 73
Perkins, A., 17–18
Perseverance, 291
Persistent somatoform pain disorder, 232
Persistent symptoms specifiers, in 

depressive disorders, 102
Personal evaluation, in assessment of ASD, 

71
Personal identity, sense of, 200
Personality difficulty code, 314
Personality disorders, 11

assessment of, 320–322
and bipolar disorders, 126, 129
clinical cases, 314–318
co-occurring disorders, 322
cultural and contextual considerations 

in, 324–325
developmental course of, 323–324
and DID, 203
and dysthymic disorder, 106
and gambling disorder, 294
gender-related features in, 322–323
and kleptomania, 298
overarching logic of, 311–312
presentations and symptom patterns in, 

313–314

Online gambling, 292
Onset specifier, for oppositional defiant 

disorder, 255
Openness personality trait, 313
Opioids, 270, 272, 276
Oppositional behaviors, 147–149
Oppositional defiant disorder, 105, 126, 253

and ADHD, 258
and AFRDs, 150
and ASD, 73
and bipolar disorders, 126–127
co-occurring disorders, 259–260
cultural and contextual considerations, 

264
developmental course, 260–261
differences with DSM-5, 264
differential diagnosis, 257–259
gender-related considerations with, 265
and intermittent explosive disorder, 302
low stability of, 261
presentation and symptom patterns, 253
prevalence of, 259, 262
specifiers for, 254–255
validity of, 263

Oral hygiene, and disorders of intellectual 
development, 48

Organ functioning markers, in substance 
use, 277

Orgasm, in sexual response cycle, 352
Orgasmic dysfunctions, 350–351
Orientation to time and place, in 

assessment of neurocognitive 
disorders, 338

Outcome expectancies, for substance use, 
276–278

Overlap diagnoses, 92
Over-the-counter medications, 270

P

Pain. See also Sexual dysfunctions and 
sexual pain disorders

in bodily distress disorders, 235
in the heart, 110

Pain threshold, in ASD, 66
Pancreatitis, 272
Panic attacks

in AFRD, 104, 138
and bodily distress disorders, 243
and body dysmorphic disorder, 159
in depressive disorders, 101, 102
and hoarding disorder, 163
and panic disorder, 141–145
in social anxiety disorder, 145

Panic disorder, 137, 141–142
and bipolar disorders, 129
in differential diagnosis of specific 

phobia, 144
and sexual dysfunctions, 361
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and compulsive sexual behavior disorder, 
299

and DID, 203
and dissociative amnesia, 198, 199
and hypoactive sexual desire dysfunction, 

356
and maltreatment, 393
mild neurocognitive disorder vs., 331
in personality disorders, 322
from physical maltreatment, 389
and schizophrenia, 85
and sexual maltreatment, 390
and sleep–wake disorders, 380

Practical skills, 43
Pragmatic language, 47
Pragmatic language impairment, and ASD, 

70
Precontemplation stage, of change, 278
“Predominantly online”/”predominantly 

offline” specifier, 292, 294
Pregnancy

and ADHD, 265
and depressive disorders, 102–103
and pica, 220

Prematurity
and ASD, 62
as comorbid condition with ASD, 73

Premeditation, 291
Premenstrual dysphoric disorder (PMDD), 

98, 99, 107–108
Prenatal complications, 81
Prenatal exposure to toxins, in ASD, 62
Prenatal/perinatal birth complications, and 

disruptive behavior, dissocial 
behaviors, and ADHD, 256–257

Preoccupation, in bodily distress disorders, 
235, 240, 242

Preparation stage, of change, 278
Preschool child, with ASD, 62–64
Prescription drugs, 270
Prescription medications, 275
Prigerson, H. G., 184, 185
Primary clinical deficits, in neurocognitive 

disorders, 328
Prion disease, and dementia, 334
Problem behaviors, 45
Problem-solving, in dementia, 333, 336
Processing speed, 42, 51, 72, 328
Procreation-oriented cultures, 362
Prodromal phase, in schizoaffective 

disorder, 87
Professional training, in dissociative 

disorders, 194
Prolonged grief disorder, 176, 179, 184–187
Property destruction, 45, 301
Prosocial emotions specifier, for 

oppositional defiant disorder, 255
Prostatectomy, 357, 358
Provoked vestibulodynia, 359

prevalence of, 325
psychological approach to, 312–313
and PTSD, 182
and pyromania, 296, 297
and separation anxiety disorder, 147
severity of, 312, 314–318
trait domain specifiers, 318–320

Personality Inventory for ICD-11, 321
Personality trait assessment, 313
Personal resources, in complex PTSD, 181
Person/environment interaction, 330
Pervasive withdrawal or neglect, in 

caregiver–child relationships, 392
Pessimistic thoughts, 140
Petermann, F., 12
Pharmacological treatments

for bipolar disorders, 118
for compulsive sexual behavior disorder, 

299
Phencyclidine (PCP), 270
Phonological awareness, 51
Physical abuse, 387–389, 397
Physical aggression, in intermittent 

explosive disorder, 300
Physical assaults, 177
Physical contact, limited interest, in ASD, 

63
Physical development disruption, and child 

neglect, 391
Physical examination, 45
Physical harms/consequences, of substance 

use, 282
Physical health disturbances, in adult 

relationship distress, 392
Physical illness, in disorders of intellectual 

development, 47
Physical injury and neglect, 391
Physical symptoms, in dissociative amnesia, 

198
Physical trauma, 81
Pica, 213, 219–220
PMDD (premenstrual dysphoric disorder), 

98–99, 107–108
Polymorphisms, 81
Polysomnography, 371, 372, 374, 379
Population-based screening tools, 46
Pornography, 292
Positive and Negative Syndrome Scale, 91
Positive symptoms, of schizophrenia, 83
Possession trance disorder. See Trances and 

trance disorders
Possessiveness, in ASD, 65
Postacute phase, of schizophrenia, 86
Postnatal infections of the brain, in ASD, 62
Postobstetric vulvar trauma, 359
Posttraumatic stress disorder (PTSD), 

177–180
and adjustment disorder, 187
anxiety in, 178–179
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and substance use, 282
validity and other key scientific issues, 

92–93
Psychotic experiences, 80, 88
Psychotic features, of bipolar disorders, 126
Psychotic symptoms, 103

in complex PTSD, 181
in dementia, 336
in depressive disorders, 101–102
in general population, 80
in schizoaffective disorder, 87

Psychotic Symptoms Rating Scales, 91
PTSD. See Posttraumatic stress disorder
Purging behaviors, 224
Pyromania, 289, 295–297

and fire setting, 304
and gratification, in pyromania, 295

Q

Quality of life, and kleptomania, 298
Quantity of substance use, 281

R

Radiation therapy, 356, 357
“Rapid cycling” specifier, in bipolar 

disorders, 124
Rapid eye movement (REM) sleep, 372
Rating scales, integrating clinician and 

self-administered, 109
Readiness to Change Questionnaire, 283
Reading, 42, 52–53, 66. See also Dyslexia
Reality, losing touch with, 79
Reappraisal of situations, 291
Recurrent isolated sleep paralysis, 378
Reexperiencing of traumatic events, 

177–178, 180
Regulation, emotional, 291
Rehearsal of appropriate social behavior,  

in ASD, 68
Reinforcement, in addictive and impulsive 

disorders, 289
Reinforcement sensitivity, 291
Relapse, of substance use, 277
Relapse stage, of change, 278–279
Relational challenges, in oppositional 

defiant disorder, 255
Relational issues, in depressive disorders, 110
Relational problems and maltreatment, 6
Relationship challenges, 181, 392
Relationship factors, and male delayed 

ejaculation, 358
Relationship problems and maltreatment, 

385–400
assessment of, 394–396
classification, in ICD-11, 386–387
in complex PTSD, 184
cultural considerations and gender 

issues, 396–397

PSG. See Polysomnography
Psychoactive medications, 43
Psychoeducation, 168
Psychological abuse, 357, 358, 360, 387
Psychological and behavioral symptoms, 

and hypoactive sexual desire 
dysfunction, 356

Psychological development disruption, and 
child neglect, 391

Psychological distress, and neglect, 391
Psychological disturbances, in Kleine–Levin 

syndrome, 373
Psychological disturbance specifiers, in 

dementia, 336
Psychological factors, in substance use, 279
Psychological maltreatment, 387, 390
Psychological models, of bipolar disorders, 

119
Psychometrics, in assessment of personality 

disorder, 320
Psychometric tests, standardized, 282
Psychomotor disturbances, in schizophrenia, 

83, 85
Psychomotor retardation, 103
Psychomotor retardation or agitation, in 

depressive disorders, 102
Psychomotor speed, in dementia, 333
Psychosexual functioning, in ASD, 72–73
Psychosis

and dissociative disorders, 193
models of, 82

Psychosocial dysfunction, in personality 
disorders, 323

Psychosocial stressors, 45
Psychosocial treatments, for bipolar 

disorders, 118
Psychostimulants, 272
Psychotic disorder, substance-induced, 

275
Psychotic disorders, 79–95. See also 

Schizophrenia
acute and transient, 88–89
affective disorders vs., 92
assessment of, 90–91
co-occurring disorders, 92
delusional disorder, 89
and depressive disorders, 104–105
and DID, 204
and disorders of intellectual  

development, 48
and dissociative amnesia, 199
overarching logic of, 79–80
prevalence of, 91
psychological approach to, 80–82
and pyromania, 296
schizoaffective disorder, 80, 86–87, 

91–92
schizophrenia vs., 89
schizotypal disorder, 87–88
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DASS (Depression, Anxiety, and Stress 
Scales), 139

Dissociative Experiences Scale, 195
Epworth Sleepiness Scale, 374
Female Sexual Distress Scale, 360
Female Sexual Functioning Index (FSFI), 

360
GAD-7 (screening measure), 139
Hamilton Rating Scale for Depression, 

109
Hypomania Checklist, 128
ICD-11 Personality Disorder Severity 

Scale (PDS-ICD-11), 321
Internal State Scale, 128
International Adjustment Disorder 

Questionnaire (IADQ), 188
International Classification of Functioning, 

Disability and Health (ICF), 99
International Sex Survey, 299
International Trauma Questionnaire, 180
Inventory of Complicated Grief, 185–186
Male Sexual Health Questionnaire, 360
Massachusetts General Hospital 

Hair-Pulling Scale, 168
Mini-Mental Status Exam (MMSE), 

339–340
Minnesota Multiphasic Personality 

Inventory-3, 340
Montgomery–Asberg Depression Rating 

Scale, 109
Montreal Cognitive Assessment (MoCA), 

339–340
Mood Disorder Questionnaire, 128
Multiple sleep latency test (MSLT), 

371–374
National Comorbidity Survey Replication–

Adolescent Supplement, 261
Obsessive-Compulsive Drinking Scale for 

Heavy Drinking, 283
Patient Health Questionnaire-9, 340
Personality Inventory for ICD-11, 321
Positive and Negative Syndrome Scale, 

91
Psychotic Symptoms Rating Scales, 91
Readiness to Change Questionnaire, 283
Self Rating Mania Inventory, 128
Severity of Dependence Scale, 282
Sheehan Disability Scale, 303
Somatoform Dissociation Questionnaire–20, 

195
Steinberg Dissociative Amnesia Ques-

tionnaire, 199
Strengths and Difficulties Questionnaire 

(SDQ), 256
Structured Clinical Interview for 

Dissociation Assessment in Therapy, 
Forensics, and Research (SCID-D), 
195, 203–204

developmental course of problems, 
393–394

differential diagnoses of, 393
overarching logic of, 385–386
presentations and symptom patterns, 

389–393
prevalence of, 394
psychological approach to, 387–389

Religion(s)
and bipolar disorders, 130–131
in compulsive sexual behavior disorder, 

299
and sex, 362
and substance use, 284–285
and trance disorder, 200

Remission phase, of schizophrenia, 86
REM (rapid eye movement) sleep, 372–373
REM sleep behavior disorder, 378–380
Repetitive patterns of behavior, in ASD, 61, 

67
Resistance to change, in ASD, 64, 69, 71
Resolution, in sexual response cycle, 352
Respiratory disease, and disorders of 

intellectual development, 48
Restricted interests, in ASD, 66, 71
“Restricting pattern” specifier, in feeding 

and eating disorders, 215
Restrictive patterns of behavior, in ASD, 61
Risk factors

for disruptive behavior, dissocial 
behaviors, and ADHD, 256–257

for medical conditions, in bipolar 
disorders, 130

for psychotic disorders, 81
Risk-taking behaviors, in men, 111
Rule violation, in conduct-dissocial 

behavior, 253
Rumination, 236, 291
Rumination-regurgitation disorder, 213, 

220

S

Sadness, in prolonged grief disorder, 184
Saliva analysis, in substance use 

assessments, 283
Scales and measures

Altman Self Rating Scale, 128
Bech Rafaelsen Mania Scale, 128
Beck Depression Inventory (BDI), 110
Brown Assessment of Beliefs Scale, 168
Cambridge Depersonalization Scale, 205
Center for Epidemiological Studies 

Depression Scale (CES-D), 110
Cognition Checklist, 110
Columbia-Suicide Severity Rating Scale, 

129
Compulsive Sexual Behavior Disorder 

Scale, 299

Co
py

rig
ht

 A
m

er
ic

an
 P

sy
ch

ol
og

ic
al

 A
ss

oc
ia

tio
n.

 N
ot

 fo
r 

fu
rt

he
r 

di
st

rib
ut

io
n.



 	 Index  423

Scratching, 389
Screening tools, locally developed, 46
SDQ (Strengths and Difficulties 

Questionnaire), 256
Seasonal pattern of onset and remission, in 

depressive disorders, 101, 102
Secondary mood syndrome, 106, 127
Sedative-hypnotics, 270
Sedatives, 329, 334
Seizures, 196, 374
Selective amnesia, 198
Selective mutism, 71, 137, 148–150
Self-concept, in complex PTSD, 181, 183, 184
Self-direction, 313
Self-efficacy, 277, 278
Self-esteem, 54, 55, 82

in bipolar disorders, 121
in complex PTSD, 183
in feeding and eating disorders, 214

Self-functioning, 322
Self-injury (self-mutilation), 45

in adjustment disorder, 186
in ASD, 67, 68
in dissociative amnesia, 198
and excoriation disorder, 164
in intermittent explosive disorder, 301
in personality disorders, 320, 322
and pyromania, 296

Self Rating Mania Inventory, 128
Self-recordings, 110
Self-reporting, 196, 397
Self-worth, 313
Sensation loss, in dissociative neurological 

symptom disorders, 196
Sensations, intrusive, in dissociative 

neurological symptom disorders, 196
Sensation seeking, 291, 299
Sense-of-self dysfunction, 313
Sensitivity and specificity, of tools, 46
Sensory deprivation, and disorders of 

intellectual development, 46
Sensory experiences, in ASD, 64
Sensory functions, in assessment of 

neurocognitive disorders, 338
Sensory impairments, 48, 55
Sensory preoccupations and aversions, in 

ASD, 66
Sensory sensitivities, 61, 71, 72
Sensory symptoms, in dissociative 

disorders, 194
Separation anxiety disorder, 137, 146–148, 

187
Serotonin, 279
Severity of Dependence Scale, 282
Severity specifiers, for depressive disorders, 

99
Sexual abuse, 387, 390–391

and ADHD, 265
and anorgasmia, 357

Test of Memory Malingering, 54
Vineland Adaptive Behavior Scales–III, 

340
Wechsler Intelligence Scale for Children, 

54
Wechsler Intelligence Scales, 340
Wecshler Individual Achievement Test, 

51
WHO Alcohol Use Disorders  

Identification Test (AUDIT), 280
Yale-Brown Obsessive-Compulsive Scale 

(Y-BOCS), 168
Young Mania Rating Scale, 128

Schizoaffective disorder, 80, 86–87, 91–92
Schizodepressive episode, 86
Schizomanic episode, 86–87
Schizophrenia, 83–86

assessment of, 90–91
and bipolar disorders, 126
classification of, 79
co-occurring disorders, 92
and depersonalization-derealization 

disorder, 205
and depressive disorders, 104
developmental course of, 85–86
and DID, 203
differential diagnosis of, 85
and disorders of intellectual  

development, 48
and disorders of substance use, 279
early death in, 92
hypersomnolence vs., 374
mild neurocognitive disorder vs., 331
misdiagnosis with, in dissociative 

disorders, 206
overarching logic of, 79–80
phases of, 86
and pica, 220
presentations and symptom patterns, 

83–85
prevalence of, 91
psychological approach to, 80–81
and pyromania, 296
and schizoaffective disorder, 87
and schizotypal disorder, 88
and trance disorder, 201
validity and other key scientific issues, 

92
in women, 85, 91

Schizotypal disorder, 87, 88, 91
Schmidt, S., 12
School challenges, in oppositional defiant 

disorder, 255
School engagement, 257
School refusal, 147, 148
SCID-D (Structured Clinical Interview for 

Dissociation Assessment in Therapy, 
Forensics, and Research), 195, 203, 204
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Sleep disturbance, 140
Sleep onset latencies, 370
Sleep-onset REM periods (SOREMPs), 373
Sleep paralysis, 372, 374, 380
Sleep-related breathing disorders, 369, 379
Sleep-related eating disorder, 378
Sleep-related hallucinations, 378–379
Sleep-related movement disorders, 369
Sleep talking, 379
Sleep terrors, 378
Sleep–wake disorders, 367–384

circadian rhythm disorders, 375–377
and DID, 202
and gaming disorder, 295
gender-related features, 380–381
hypersomnolence disorders, 372–375
insomnia disorders, 369–372
and mental disorders, 380
overarching logic of, 367–368
parasomnia disorders, 377–380
psychological approach to, 369
and sexual maltreatment, 390

Sleepwalking disorders, 378, 380
Smoking, and schizophrenia, 92
Social activities

loss of interest in, in schizoaffective 
disorder, 87

work-related, of adults with ASD, 69
Social adjustment, and trance disorder, 

200–201
Social anxiety disorder, 137, 145–146

and bipolar disorders, 129
and body dysmorphic disorder, 159
in differential diagnosis of specific 

phobia, 144
and olfactory reference disorder, 161
and selective mutism, 148–149
and sexual dysfunctions, 361

Social behavior, and bipolar disorders, 125
Social cognition

in dementia, 333
and oppositional defiant disorder, 260

Social communication and pyromania, 296
Social consequences, of substance use, 282
Social/cultural norm violation, in conduct-

dissocial behavior, 253
Social deprivation, and disorders of 

intellectual development, 46
Social development and child neglect, 391
Social environment, and adaptive 

functioning evaluation, 49
Social factors, in substance use, 279
Social isolation, in olfactory reference 

disorder, 161
Social relationships, at work, of adults with 

ASD, 69
Social roles, of women, 111
Social skills, 43, 47, 66
Social withdrawal, in complex PTSD, 183

and hypoactive sexual desire  
dysfunction, 356

and male delayed ejaculation, 358
and male erectile dysfunction, 357
and pyromania, 296
and sexual pain-penetration disorder, 

360
Sexual arousal (sexual arousal 

dysfunctions), 350, 356
Sexual assaults, 177
Sexual behavior

and child neglect, 391
from physical maltreatment, 389
as presenting feature of another disorder, 

304
Sexual dysfunctions and sexual pain 

disorders, 349–366
assessment of, 360
co-occurring disorders, 361
cultural considerations, 361–362
overarching logic of, 349–352
presentations and symptom patterns, 

355–360
prevalence of, 361
psychological approach to, 353–355
the sexual response cycle, 352–353

Sexual enhancement, 278
Sexual functioning, satisfactory, 353
Sexually transmitted infections

and child neglect, 391
from physical maltreatment, 390
and sexual dysfunctions, 361

Sexual pain-penetration disorder, 350, 
359–360

Sexual problems
and child neglect, 391
in dissociative amnesia, 198

Sexual relationships, in ASD, 73
Sexual response, 350
Sexual response cycle, 352–353
Sexual trauma, 81
Shame, in complex PTSD, 181
Sheehan Disability Scale, 303
Short-term memory, in dementia, 333
Single episode and recurrent depressive 

disorders, 100–103
Situational qualifiers, in sexual 

dysfunctions, 353, 354
Skin-picking disorder. See Excoriation
Slapping, 389
Sleep

and bipolar disorders, 125
in bipolar disorders, 121
in disruptive behavior, dissocial 

behaviors, and ADHD, 260
Sleep apnea, 374
Sleep cycle, in schizoaffective disorder, 87
Sleep deprivation, as cause of parasomnia, 

379
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daytime, and insomnia, 370
in disorders of intellectual development, 

47
interpersonal, 81

Stress-related disorders, 175–192
adjustment disorder, 186–188
complex PTSD, 180–184
cultural considerations for, 188–189
gender-related features of, 189
and oppositional defiant disorder, 258
overarching logic of, 175–177
posttraumatic stress disorder, 177–180
prolonged grief disorder, 184–186
psychological approach to, 177

Stroke, 127, 379
Structured Clinical Interview for 

Dissociation Assessment in Therapy, 
Forensics, and Research (SCID-D), 
195, 203–204

Stupor, in schizophrenia, 85
Subdependence, 272
Substance dependence, 272–274, 277, 280, 

282
Substance-induced mental disorders, 273, 

275–276
Substance-induced mood disorders, 106, 

127
Substance intoxication, 274, 276, 331, 336
Substance use and abuse

in ASD, 67–68
and bipolar disorders, 123, 127
as cause of delirium, 329
as cause of dementia, 333, 334
as cause of mild neurocognitive disorder, 

332
in complex PTSD, 181
and DID, 202
and dissociative amnesia, 199
and female sexual arousal dysfunction, 

356
and gambling disorder, 294
and gaming disorder, 295
history-taking for, 280
and insomnia, 370
and intermittent explosive disorder, 302
and kleptomania, 298
in men, 111–112
and OCD, 170
and panic attacks, 141–142
and parasomnias, 379
psychoactive medications, 43
psychological and psychiatric  

consequences of, 282
and schizophrenia and other psychotic 

disorders, 92
in trance disorder, 200

Substance use disorders, 269–288
and AFRDs, 150
assessment of, 280–284

Sociocognitive model, of dissociative 
disorders, 207

Socioemotional difficulties, 54
Socioenvironmental factors, 48
Solid foods, introduction of, in ASD, 63
Somatization, 178–179

and AFRDs, 150
in bodily distress disorders, 231
in complex PTSD, 181, 182
in cultural expressions of bipolar 

disorders, 130
in prolonged grief disorder, 186

Somatoform autonomic dysfunction, 232
Somatoform disorder, 231–232
Somatoform Dissociation 

Questionnaire–20, 195, 197
SOREMPs (sleep-onset REM periods), 373
Soul loss, in cultural considerations of 

depressive disorders, 110
Specific phobia, 137, 144–145
Specific symptoms, understanding, 81
Spectrum, as term, 61
Speech

and bipolar disorders, 125
in dissociative disorders, 196
in schizotypal disorder, 87

Speech and language therapy, 45
Speech-language disorders, 53

developmental, 47, 55
and selective mutism, 148–149

Spinal cord injury, and male erectile 
dysfunction, 357

Spiteful behavior, in oppositional defiant 
disorder, 253

Spontaneous gestures, in ASD, 64
Stage models, of bipolar disorders, 128
Stalking, 177
Standard deviations, of the mean, 44
State of consciousness, in trance disorder, 

200
Stealing, 304
Steinberg Dissociative Amnesia 

Questionnaire, 199
Stereotyped behavior, 45
Stimulants, 270
Street drugs, 270
Strengths and Difficulties Questionnaire 

(SDQ), 256
Stress

and maltreatment, 393
and neglect, 391
and sleep–wake disorders, 369
traumatic vs. nontraumatic, 177
and vulnerability, 82
in women, 111

Stressors
in acute and transient psychotic disorder, 

89
in adjustment disorder, 186
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Synthetic cannabinoids, 270
Synthetic cathinones, 270
Sysko, R., 223

T

Targeted interventions, 50–51
Task avoidance, 45
Taxonomies, of mental disorders, 29
TBI (traumatic brain injury), 55
Temper outbursts, 304
Temporal lobe epilepsy, 197
Temporal qualifiers, in sexual dysfunctions, 

354
Tension reduction, 278, 295
Terminal insomnia, in depressive disorders, 

102
Test of Memory Malingering, 54
Tests. See also Scales and measures

cultural appropriateness of, 49, 56
language of, 49, 54, 56
standardized and normed, 43, 45, 51, 56
validated translations of, 56

Theft, in conduct-dissocial behavior, 253
Theoretical models, of psychosis, 82
Therapeutic alliance, in bodily distress 

disorders, 239–242
Thom, R., 110
Thought–action fusion, 157
Threat, continued sense of, 180
Threats, making, 301, 390
Throwing, 389
Thyroid disease, 130, 358
Tics, 73, 158–159, 165
Timing, of last substance use, 282
TLC Foundation for Body-Focused 

Repetitive Behaviors, 169
Tolerance, to effects of substances, 273
Torture, 176
Tourette syndrome, 155, 165–166
Toxic effects, of substance abuse, 272
Toxin exposure, and mild neurocognitive 

disorder, 332
Trait domain specifiers, in personality 

disorders, 312
Trance-like behavior, in dissociative 

amnesia, 198
Trances and trance disorders, 178, 

200–202
in complex PTSD, 182
cultural considerations in, 207
and DID, 204
pathological vs. nonpathological, 201
prevalence of, 208

Transcranial magnetic stimulation, 123
Transgender people and transgenderism, 7, 

352
Transient ischemic attacks, and cataplexy, 

374

and bipolar disorders, 126, 129
and compulsive sexual behavior disorder, 

299
co-occurring disorders, 279
cultural and other contextual  

considerations, 284–285
developmental course of, 279–280
episode of harmful substance use, 274
field studies program on, 28
gender-related features of, 284
and intermittent explosive disorder, 302
overarching logic of, 269–270
presentations and symptom patterns, 

270–272
psychological approach to, 276–279
and PTSD, 179
and pyromania, 297
and relationship problems and  

maltreatment, 396
and sleep–wake disorders, 380
substance dependence, 272–273
substance-induced mental disorders, 

275–276
substance intoxication, 274
substance withdrawal, 275

Substance withdrawal, 273, 275, 276, 282. 
See also Withdrawal

and bipolar disorders, 123
and intermittent explosive disorder, 302
mild neurocognitive disorder vs., 331

Suffering, in trance disorder, 202
Suicidality

in adjustment disorder, 186
in ASD, 73
in bipolar disorders, 129
and child neglect, 391
in complex PTSD, 181
in dissociative amnesia, 198
in dysthymic disorder, 105
and insomnia, 370
in intermittent explosive disorder, 301
and kleptomania, 298
and maltreatment, 393
in MDAD, 106
in oppositional defiant disorder, 255
from physical maltreatment, 389
in prolonged grief disorder, 184
and relationship problems and  

maltreatment, 396
in schizophrenia and other psychotic 

disorders, 92
and sexual maltreatment, 390
and substance use, 282

Suicide risk, 99, 129, 186, 283
Surgical treatments, and sexual disorders, 

356–358
Symbiotic relationships, 386
Symmetry obsessions, 158
Symptom duration, 79
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of dissociative disorders, 207
of oppositional defiant disorders, 263, 264

Variability, of substance use, 281
Verbal aggression, in intermittent explosive 

disorder, 300
Verbal communication

and ASD, 70
in schizophrenia, 84

Verbal comprehension, 42
Verbal hallucinations, in schizophrenia, 

83–84
Verbal hostility, 390
Verbal working memory, in ASD, 66
Vestibular disorders, and cataplexy, 374
Victimization of women, 111
Video gaming, 295
Vindictive behavior, in oppositional defiant 

disorder, 253
Vineland Adaptive Behavior Scales—III, 340
Violating the rights of others, in  

conduct-dissocial behavior, 253
Violent death, 177
Virginity, 362
Visual hallucinations, 338
Visual impairment, and developmental 

learning disorder, 55
Visual-spatial skills, 328, 333
Vocabulary skills, in ASD, 66
Volatile inhalants, 270, 329, 334
Vomiting, 216, 217, 224
Vulnerability, and stress, 82
Vulnerability characteristics, 81
Vulvovaginal conditions, 359

W

Walsh, B. T., 223
“Wandering” specifiers, in dementia, 336
Watchful waiting, in personality disorders, 

323
Waxy flexibility, in schizophrenia, 85
Weapons, 389
Wechsler Individual Achievement Test, 51
Wechsler Intelligence Scale for Children, 54
Wechsler Intelligence Scales, 340
Weight loss, 102, 140
WHO. See World Health Organization
WHO Alcohol Use Disorders Identification 

Test (AUDIT), 280–282
“Window of tolerance,” of sensory 

stimulation, 72
Withdrawal

and DID, 202
and panic attacks, 141–142
symptoms, 273

Witnessing of abuse, 177
Women. See also Female(s); Pregnancy

and access to land, property, and 
economic resources, 397

bipolar disorder in, 85

Transient states of perplexity or confusion, 
in psychotic disorders, 89

Transtheoretical model of change, in 
substance use, 278–279

Trauma, 81
and anorgasmia, 357
and ASD, 73
as cause of mild neurocognitive disorder, 

332
in dissociative disorders, 195
and hypoactive sexual desire  

dysfunction, 356
and male delayed ejaculation, 358
and male erectile dysfunction, 357
and nightmares, 380
and pyromania, 296
reexperiencing of traumatic events, 

177–178, 180
and separation anxiety disorder, 147
and sexual pain-penetration disorder, 

360
and trance disorder, 201

Traumatic brain injury (TBI), 55
Treatment delay, in delirium, 330
Treatment planning, 45
Treatment targets, addiction-specific 

psychological, 283
Trichotillomania, 155, 157, 164–165, 220, 

297
Triggers, for psychotic experiences, 81
Tumors, 127

U

Undifferentiated somatoform disorder, 232, 
246

Unemployment, and gambling disorder, 
293

Unequal status of women, 396
Unintentional injuries, 260, 272
United Nations Convention on the Rights 

of Persons with Disabilities, 43
United Nations Convention on the Rights 

of the Child, 389, 397
Universal health coverage, 31
UPPS Impulsivity model, 9, 290–291, 

302–303
Urbanicity, 81
Urinary tract conditions, and sexual 

dysfunction, 361
Urine drug screens, 283

V

Vaginal agenesis, 359
Vaginismus, 351–352
Validity

of ADHD, 263, 264
of conduct-dissocial disorder, 263, 264

Co
py

rig
ht

 A
m

er
ic

an
 P

sy
ch

ol
og

ic
al

 A
ss

oc
ia

tio
n.

 N
ot

 fo
r 

fu
rt

he
r 

di
st

rib
ut

io
n.



428  Index

World Health Organization (WHO), 23–24, 
91, 100, 283, 385, 394

Comprehensive Mental Health Action Plan, 
29–30

Department of Mental Health and 
Substance Abuse, 24, 25, 29, 368

designated global regions, 25
Global Clinical Practice Network, 26
Global Mental Health Gap Action Programme 

Guidelines, 32
ICD-11 Working Group on Cultural 

Considerations, 29–30
World Mental Health Survey, 131, 301
Worry

in adjustment disorder, 187
in bodily distress disorders, 233, 235, 

240, 242
Worry content, 140
Worthlessness, feelings of, 140, 181, 183, 184
Writing, 42, 52–53

Y

Yale-Brown Obsessive-Compulsive Scale 
(Y-BOCS), 168

Young Mania Rating Scale, 128

Convention on the Elimination of all 
Forms of Discrimination Against 
Women, 397

depressive disorders in, 100, 111
DID in, 202
hormonal fluctuations in, 111
menstrual periods and bipolar disorders 

in, 131
norms justifying “wife beating,” 397
norms related to male authority over 

female behavior, 397
OCD in, 169
and perimenopause, 131
and PMDD, 98–99, 107–108
postobstetric vulvar trauma in, 359
schizophrenia in, 85
sexual arousal dysfunction in, 356
social roles of, 111
victimization of, 111

Work
fitness for, 280
loss of interest in, in schizoaffective 

disorder, 87
Working memory, 42, 72
Workplace relationships, of adults with 

ASD, 69
World Association of Sexual Health, 349
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Geoffrey M. Reed, PhD, is a professor of medical psychology and the 
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where he was the senior project officer for the development of the classi­

fication of mental, behavioral, and neurodevelopmental disorders for the 

11th revision of WHO’s International Classification of Diseases (ICD-11). A foun­

dation of the revision process was a rigorous program of international field 

studies involving thousands of clinicians around the world and producing 

hundreds of research articles in leading scientific journals. The ICD-11 was 

approved by the World Health Assembly in 2019 and came into effect around 

the world in 2022. Professor Reed was cochair of the 2021 American Psycho­
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Building and Training in Global Mental Health, Department of Psychiatry, 

Columbia University Vagelos College of Physicians and Surgeons. She also 

served as a consultant to WHO’s Department of Mental Health and Substance 

Use from 2013 to 2018.
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