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 Abnormalities of thinking
 Abnormalities of perception
 Abnormal behaviours

 Psychotic symptoms
 Mood symptoms

 Depressive symptoms
 Manic symptoms

 Suicide / Homicide 
 Vegetative symptoms:
 Catatonic features
 Anxiety symptoms
 ADHD symptoms
 Eating disorders symptoms
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1. Abnormalities of content of thinking
2. Abnormalities of control of thinking
3. Abnormalities of flow of thinking
4. Abnormalities of form of thinking

 Delusions (in psychosis)
 Obsessions
 Phobias
 Overvalued ideas
 Anxious apprehension
 Depressive rumination
 Memory flashbacks (in PTSD)
 Preoccupations
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Definition
 It is a false fixed belief not corrected by 

reasoning, not shared by others.

Types of delusions
 Delusion of persecution : delusions that one is 

being attacked, cheated or persecuted.
 Robbed 
 Poisoning 
 Reference (the patient knows that people are 

talking about him, or slandering him)
 Grandiose delusion: delusions of inflated worth, 

power, knowledge, identity, or special 
relationship to or famous person
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Types of delusion
 Erotomanic delusions (delusions of love):

delusions that another person, usually of 
higher status, is in love with the individual.

 Delusion of infidelity (jealous): delusions 
that the individual's sexual partner is 
unfaithful

Types of delusion
 Delusion of poverty : The patient with delusions of poverty 

is convinced that they are impoverished and believe that 
destitution is facing them and their family.

 Delusion of ill health  (somatic delusions): delusions that 
the person has some physical defect or general medical 
condition

 Delusion of guilt : In mild cases of depression the patient 
may be somewhat self-reproachful and self-critical. In severe 
depressive illness self-reproach may take the form of 
delusions of guilt, when the patient believes that they are a 
bad or evil person and have destructed their family.
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Types of delusion
 Nihilistic delusions: Nihilistic delusions or delusions 

of negation occur when the patient denies the 
existence of their body, their mind, their loved ones 
and the world around them. They may assert that 
they have no mind, no intelligence, or that their body 
or parts of their body do not exist; they may deny 
their existence as a person, or believe that they are 
dead, the world has stopped, or everyone else is dead.

 Bizarre delusions : a delusion that involves a 
phenomenon that the person's culture would regard 
as totally implausible 

In obsessive compulsive disorder
 Obsessions are defined by (1) and (2):
 Recurrent and persistent thoughts, urges, or images 

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

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


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 Compulsions are defined by (1) and (2):
 Repetitive behaviors (e.g., hand washing, ordering, 

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

 The behaviors or mental acts are aimed at preventing 
or reducing anxiety or distress, or preventing some 
dreaded event or situation; however, these behaviors 
or mental acts are not connected in a realistic way 
with what they are designed to neutralize or prevent, 
or are clearly excessive.

Obsession Compulsion
1- Contamination Obsession is followed by: Washing

(patients may literally rub the 
skin off their hands by 
excessive hand washing)
Compulsive avoidance of 
contaminated object. 

2- Pathological Doubt : It 
often implies some danger of 
violence (e.g., forgetting to 
turn off the stove or not 
locking a door)

Obsession is followed by a 
compulsion of checking. The 
checking may involve multiple 
trips back into the house to 
check the stove, for example.
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Obsession Compulsion

3- Intrusive Thoughts : Such 
obsessions are usually 
repetitious thoughts of a 
sexual or aggressive act that is 
reprehensible to the patient.

No compulsions
Patients obsessed with 
thoughts of aggressive or 
sexual acts may report 
themselves to police or confess 
to a priest.

4- Symmetry: It is the need for 
symmetry or precision.  

Obsession leads to a 
compulsion of slowness. 
Patients can literally take hours 
to eat a meal or shave their 
faces.

Obsession Compulsion
In Body dysmorphic disorder
 Preoccupation with one or more perceived defects or flaws 

in physical appearance that are not observable or appear 
slight to others.

 At some point during the course of the disorder, the 
individual has performed repetitive behaviors (e.g., mirror 
checking, excessive grooming, skin picking, reassurance 
seeking) or mental acts (e.g., comparing his or her 
appearance with that of others) in response to the 
appearance concerns.
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Obsession Compulsion
In hoarding disorder
 Persistent difficulty discarding or parting with possessions, 

regardless of their actual value.
 This difficulty is due to a perceived need to save the items 

and to distress associated with discarding them.
 The difficulty discarding possessions results in the 

accumulation of possessions that congest and clutter active 
living areas and substantially compromises their intended 
use. If living areas are uncluttered, it is only because of the 
interventions of third parties (e.g., family members, 
cleaners, authorities).

Obsession Compulsion
In Trichotillomania (Hair-Pulling Disorder)
 Recurrent pulling out of one’s hair, resulting in hair 

loss.
 Repeated attempts to decrease or stop hair pulling.
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Definition
 This is a thought that, because of the associated 

feeling tone, takes precedence over all other ideas 
and maintains this precedence permanently or for 
a long period of time.

DD form delusions
 Overvalued ideas tend to be less fixed than 

delusions and tend to have some degree of basis 
in reality.

Causes
 They can occur in individuals both with and without 

mental illness.
1. Personality disorders (paranoid PD with overvalued 

ideas of persecution; OCPD)
2. Eating disorders
3. Body dysmorphic disorder
4. Hypochondriasis (with overvalued ideas of ill health)
5. Depressive disorders (ex. overvalued ideas of ill 

health)
6. Gender identity disorder
7. Morbid jealousy
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Definition
 Ideas that are present most of the time and 

dominating thinking with quantitative 
difference from normal ideas.

Causes
 Normal (pre exam)
 Somatoform disorders
 Anxiety
 Depression

Definition
 Flashbacks are sudden intrusive memories that are 

associated with the cognitive and emotional 
experiences of a traumatic event such as an accident.

 It may lead to acting and/or feeling that the event is 
recurring and attempts have been made to use this as 
a defence in some murder trials.

Causes
 It is regarded as one of the characteristic symptoms of 

post-traumatic stress disorder but is also associated 
with substance misuse disorders and emotional 
events
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 Delusion of passivity or control: a delusion 
in which feelings, impulses, thoughts, or 
actions are experienced as being under the 
control of some external force rather than 
being under one's own control.

1. Made affect (someone controlling the 
mood/affect).

2. Made volition (someone controlling the 
action).

3. Made impulse (someone controlling the desire 
to act)

4. Made thoughts:
A. Thought withdrawal.
B. Thought insertion.

 Thought broadcasting “people act as if they 
know what I'm thinking”.
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Formal thought disorders 
(FTD) or disorganized 
speech

 How to assess the thought process (form)?
 Goal directedness.
 Association between words, phrases, sentences 

& paragraphs.
 Rate, amount & rhythm of speech.
 Idiosyncrasy of word usage.

 Normal thought process?
Goal directed (direct).
To the point.
Good connection between elements of 

structure of the thought (words, sentences 
and paragraphs).

No idiosyncratic use of words.    
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 FTD include:
 Abnormalities of Goal directedness
 Circumstantiality:

 overinclusion of details not directly relevant to 
the question

 the sequential states are connected
 the patient eventually returns to address the 

subject or address the question
 Tangentiality:

 The patient never returns to the original point 
of question

 The thought are irrelevant and related in a 
minor insignificant manner

 FTD  include:
 Abnormalities of Association

 Loosening of association: (difficult or 
impossible to see connections between 
thoughts)

 Incoherence (word salad, schizophasia): 
extreme loss of association

 Clang associations (association based on 
alliteration rhyming or assonance) 
موسيقى

 Punning (association by double meaning) 
سجع
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 FTD  include:
 Idiosyncratic use of language (private 

symbolism)
 Neologism

Cryptolalia = the use 
of obscure (or private) language

 FTD  include:
 Repetition

 Stereotypy (vocal and verbal) (repetitive or 
ritualistic utterance)

 Verbigeration (repetition of stereotyped 
phrases)

 Perseveration (repetition of word or phrase 
despite the absence or cessation of a stimulus)

 Echolalia (repetition of words spoken by others)
 Palilalia (auto-echolalia)
 Logoclonia (repetition of the last syllable of a 

word)
 Coprolalia (repetition of obscene language)
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 Flight of ideas: rapid rated speech, frequent 
shifts in topics, in manic patient.

 Slow stream in depression
 Thought block: in schizophrenic patient.

 Disorders of perception can be divided into 
1. Sensory distortions: there is a constant 

real perceptual object, which is perceived 
in a distorted way.

2. Sensory deceptions: a new perception 
occurs that may or may not be in response 
to an external stimulus.
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 Sensory distortions: These are changes in 
perception that are the result of a change in 
the intensity and quality of the stimulus or 
the spatial form of the perception.

1. Changes in intensity 
2. Changes in quality
3. Changes in spatial form (dysmegalopsia)

 Changes in intensity 
 Increased intensity of sensations

o Ex. migraine is associated with 
increased sensitivity to noise 
(hyperacusis)

Decreased intensity of sensations
o Ex.Hypoacusis occurs in delirium
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 Changes in quality 
 Ex. Colouring of yellow, green and red. These 

are mainly the result of drugs (for example, 
digitalis)

 Changes in spatial form
Micropsia is a visual disorder in which the 

patient sees objects as smaller than they 
really are.

Macropsia is a visual disorder in which the 
patient sees objects as larger than they 
really are.

 Sensory deceptions
 These can be divided into

1. Illusions = misinterpretations of 
stimuli arising from an external 
object.

2. Hallucinations = perceptions without 
an adequate external stimulus.
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Definition:
 Perception without actual stimulus present
 They care from <within> although the subject 

reacts if they were true preceptors coming 
from < without>

DD from illusions
 Hallucination: no actual stimulus
 Illusions: with actual stimulus

Types
 Auditory hallucination:
 Elementary: noises
 Partly organized: music
 Completely organized: hallucinatory voice

 Commanding , ordering, threatening, praising, abusive
 Audible thought
 Third person hallucinations

 Visual hallucination:
 Elementary: flashes of light
 Partly organized 
 Completely organized: vision of people, animals
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 Olfactory hallucinations: smell
 Gustatory hallucinations: taste
 Tactile hallucinations: sexual hallucinations
 Hallucination of pain, deep sensation

 Manic and impulse control disorder  pleasure seeking 
behavior

 Histrionic  attention seeking behavior
 SUD  drug seeking behavior
 Psychotic  disorganized or bizarre behavior (collecting 

things from the floor)
 Catatonia  catatonic behavior
 Unexplained behavior
 Disinhibited behavior [socially, sexually]
 Autism  Ritualistic behaviour
 Autism  Stereotyped behaviour
 Stereotyped behavior (due to any cause)
 Impulsive behavior
 Manipulative behavior
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 Compulsive/ ritualistic behavior
 Aggressive/violent behavior
 Antisocial/conduct behavior
 Oppositional/defiant behavior
 Psychotic with hallucinations  hallucinatory 

behavior
 Maladaptive behavior
 Suicidal/homicidal behavior
 BPD  self mutilating behavior
 Sexually abused child  oversexualized/sexual 

promiscuity behavior
 GID Cross gender identification behavior [cross 

dressing, play, games & activities]

 Catatonic behaviours
 Excessive motor activity (excitement) 
 Peculiarities of voluntary movement 

 Posturing 
 Stereotyped movements 
 Prominent mannerisms 
 Prominent grimacing 

 Echopraxia
 Motoric immobility 

 Stupor 
 Catalepsy (including waxy flexibility) 

 Extreme negativism
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 Positive symptoms
 Delusion 
 Hallucination 
 Incomprehensible speech 

(disorganized speech)
 Disorganized behaviors
 Catatonic behaviours 

 Negative symptoms

Mood
 Mood is a pervasive and sustained emotion that 

colours the person’s perception of the world.
Affect
 Affect, meaning short-lived emotion, is defined 

as the patient’s present emotional 
responsiveness. It is what the doctor infers from 
the patient’s body language including facial 
expression and it may or may not be congruent 
with mood.

41

42



21-Oct-23

22

 Depressed mood
 Loss of interest (markedly diminished interest 

or pleasure in all, or almost all, activities most of 
the day, nearly every day (as indicated by either 
subjective account or observation made by 
others) 

 Guilt feeling
 Feelings of worthlessness
 Lack of concentration
 Lack of energy
 Psychomotor agitation/retardation 

 Elevated mood
 Inflated esteem / Grandiosity
 More talkative than usual or pressure to keep talking 
 Flight of ideas
 Distractibility (i.e., attention too easily drawn to 

unimportant or irrelevant external stimuli) 
 Increase in goal-directed activity (either socially, at 

work or school, or sexually) or psychomotor agitation 
 Excessive involvement in pleasurable activities that 

have a high potential for painful consequences (e.g., 
engaging in unrestrained buying sprees, sexual 
indiscretions, or foolish business investments) 
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 Death thoughts
 Death wishes 
 Suicidal ideation
 Suicidal intent
 Suicidal plan
 Suicidal attempt

 Appetite and Weight
 Sleep
 Sex
 Self hygiene
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 Generalized Anxiety Disorder
 Panic disorder: somatic symptoms, 

agoraphobia
 Social anxiety disorder: symptoms
 Simple phobias

 Binge eating
 Purging
 Excessive fasting or exercise
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 Psychotic Disorders (schizophrenia)
 Mood Disorders (depression, bipolar)
 Anxiety Disorders
 Dissociative Disorders
 Obsessive Compulsive Disorders
 Psychosomatic (Somatoform) Disorders
 Eating Disorders
 Sexual Disorders
 Substance use disorders
 Personality disorders
 Childhood psychiatry (Autism, ADHD)
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 Psychotic = Delusions + Hallucinations

1. Brief psychotic disorder (<1m)
2. Shizophreniform disorder (<6m)
3. Schizophrenia (>6m)
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 Characteristic symptoms: Two (or more) of the following, each 
present for a significant portion of time during a 1-month period 
(or less if successfully treated): 
 delusions 
 hallucinations 
 disorganized speech (e.g., frequent derailment or incoherence) 
 grossly disorganized or catatonic behavior 
 negative symptoms, i.e., affective flattening, alogia, or avolition

 Note: Only one Criterion A symptom is required if delusions are 
bizarre or hallucinations consist of a voice keeping up a running 
commentary on the person's behavior or thoughts, or two or more 
voices conversing with each other. 

 Duration: Continuous signs of the 
disturbance persist for at least 6 months. This 
6-month period must include at least 1 month 
of symptoms (or less if successfully treated) 
that meet Criterion A (i.e., active-phase 
symptoms) and may include periods of 
prodromal or residual symptoms. 
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 Schizoaffective and mood disorder exclusion. 
 Substance/general medical condition 

exclusion. 
 Social/occupational dysfunction

 Subtypes of schizophrenia
1. Paranoid
2. Disorganized
3. Catatonic
4. Undifferentiated
5. Residual

55

56



21-Oct-23

29

Paranoid type
 Preoccupation with one or more delusions or 

frequent auditory hallucinations. 
 None of the following is prominent: 

disorganized speech, disorganized or 
catatonic behavior, or flat or inappropriate 
affect.

Disorganized type
 All of the following are prominent: 
 disorganized speech 
 disorganized behavior 
 flat or inappropriate affect 

 The criteria are not met for catatonic type.
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Catatonic type
 motoric immobility as evidenced by catalepsy 

(including waxy flexibility) or stupor 
 excessive motor activity (that is apparently 

purposeless and not influenced by external stimuli) 
 extreme negativism (an apparently motiveless 

resistance to all instructions or maintenance of a rigid 
posture against attempts to be moved) or mutism

 peculiarities of voluntary movement as evidenced by 
posturing (voluntary assumption of inappropriate or 
bizarre postures), stereotyped movements, 
prominent mannerisms, or prominent grimacing 

 echolalia or echopraxia

Undifferentiated type
 A type of schizophrenia in which symptoms 

that meet Criterion A are present, but the 
criteria are not met for the paranoid, 
disorganized, or catatonic type.
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Residual type
 Absence of prominent delusions, 

hallucinations, disorganized speech, and 
grossly disorganized or catatonic behavior. 

 The presence of negative symptoms or two 
or more symptoms listed in Criterion A for 
schizophrenia, present in an attenuated form 
(e.g., odd beliefs, unusual perceptual 
experiences).

Biological therapies
 Pharmacotherapy (antipsychotics)

1. First-generation antipsychotics (Haloperidol, 
Chlorpromazine, Trifluoperazine, Fluphenazine)

2. Second-generation antipsychotics 
(Aripiprazole, Clozapine, Olanzapine, 
Quetiapine, Risperidone, Sertindole , 
Ziprasidone)

 Electroconvulsive therapy (ECT)
 Psychosurgery

Psychosocial Therapies (psychotherapy)
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 Mood is a pervasive and sustained feeling tone that is 
experienced internally and that influences a person's 
behavior and perception of the world.

 Affect is the external expression of mood.
 Mood can be normal, elevated, or depressed. 
 Healthy persons experience a wide range of moods 

and have an equally large repertoire of affective 
expressions; they feel in control of their moods and 
affects.

 Mood disorders are a group of clinical conditions 
characterized by a loss of that sense of control and a 
subjective experience of great distress. 
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 Major depressive disorder (MDD) or unipolar
depression is a disorder with only major 
depressive episodes, without a history of a 
manic, mixed, or hypomanic episode. 

 Bipolar disorder
 Bipolar I disorder is a disorder with one or 

more manic episodes, and sometimes major 
depressive episodes. 

 Bipolar II disorder is a disorder with episodes 
of major depression and hypomania rather 
than mania.
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
 Dysthymia (dysthymic disorder) is characterized by 

at least 2 years of depressed mood that is not 
sufficiently severe to fit the diagnosis of major 
depressive episode. It represents less severe form of 
major depression.

 Cyclothymia (cyclothymic disorder) is characterized 
by at least 2 years of frequently occurring hypomanic 
symptoms that cannot fit the diagnosis of manic 
episode and of depressive symptoms that cannot fit 
the diagnosis of major depressive episode. It 
represents a less severe form of bipolar disorder.

 Minor depressive disorder
 Recurrent brief depressive disorder
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 Five (or more) of the following symptoms have been present during the same 2-week period and 
represent a change from previous functioning; at least one of the symptoms is either (1) 
depressed mood or (2) loss of interest or pleasure.
Note: Do not include symptoms that are clearly due to a general medical condition, or mood-
incongruent delusions or hallucinations. 
 depressed mood most of the day, nearly every day, as indicated by either subjective report (e.g., feels sad or 

empty) or observation made by others (e.g., appears tearful). Note: In children and adolescents, can be 
irritable mood 

 markedly diminished interest or pleasure in all, or almost all, activities most of the day, nearly every day (as 
indicated by either subjective account or observation made by others) 

 significant weight loss when not dieting or weight gain (e.g., a change of more than 5% of body weight in a 
month), or decrease or increase in appetite nearly every day. Note: In children, consider failure to make 
expected weight gains. 

 insomnia or hypersomnia nearly every day 
 psychomotor agitation or retardation nearly every day (observable by others, not merely subjective feelings 

of restlessness or being slowed down) 
 fatigue or loss of energy nearly every day 
 feelings of worthlessness or excessive or inappropriate guilt (which may be delusional) nearly every day (not 

merely self-reproach or guilt about being sick) 
 diminished ability to think or concentrate, or indecisiveness, nearly every day (either by subjective account 

or as observed by others) 
 recurrent thoughts of death (not just fear of dying), recurrent suicidal ideation without a specific plan, or a 

suicide attempt or a specific plan for committing suicide 

 Social/occupational dysfunction. 
 Exclusion of mixed episode. 
 Exclusion of substance/general medical 

condition. 
 Exclusion of  bereavement (The symptoms are not 

better accounted for by bereavement, i.e., after the loss 
of a loved one, the symptoms persist for longer than 2 
months or are characterized by marked functional 
impairment, morbid preoccupation with worthlessness, 
suicidal ideation, psychotic symptoms, or psychomotor 
retardation.)
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 A distinct period of abnormally and persistently elevated, expansive, or 
irritable mood, lasting at least 1 week (or any duration if hospitalization is 
necessary). 

 During the period of mood disturbance, three (or more) of the following 
symptoms have persisted (four if the mood is only irritable) and have 
been present to a significant degree: 
 inflated self-esteem or grandiosity 
 decreased need for sleep (e.g., feels rested after only 3 hours of sleep) 
 more talkative than usual or pressure to keep talking 
 flight of ideas or subjective experience that thoughts are racing 
 distractibility (i.e., attention too easily drawn to unimportant or irrelevant 

external stimuli) 
 increase in goal-directed activity (either socially, at work or school, or sexually) 

or psychomotor agitation 
 excessive involvement in pleasurable activities that have a high potential for 

painful consequences (e.g., engaging in unrestrained buying sprees, sexual 
indiscretions, or foolish business investments) 

 Social/occupational dysfunction. 
 Exclusion of mixed episode. 
 Exclusion of substance/general medical 

condition. 
Note: Manic-like episodes that are clearly caused by 

somatic antidepressant treatment (e.g., medication, 
electroconvulsive therapy, light therapy) should not 
count toward a diagnosis of bipolar I disorder.
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 A distinct period of persistently elevated, expansive, or irritable mood, 
lasting throughout at least 4 days, that is clearly different from the usual 
nondepressed mood. 

 During the period of mood disturbance, three (or more) of the following 
symptoms have persisted (four if the mood is only irritable) and have 
been present to a significant degree: 
 inflated self-esteem or grandiosity 
 decreased need for sleep (e.g., feels rested after only 3 hours of sleep) 
 more talkative than usual or pressure to keep talking 
 flight of ideas or subjective experience that thoughts are racing 
 distractibility (i.e., attention too easily drawn to unimportant or irrelevant 

external stimuli) 
 increase in goal-directed activity (either socially, at work or school, or sexually) 

or psychomotor agitation 
 excessive involvement in pleasurable activities that have a high potential for 

painful consequences (e.g., the person engages in unrestrained buying sprees, 
sexual indiscretions, or foolish business investments) 

 The episode is associated with an unequivocal change in 
functioning that is uncharacteristic of the person when not 
symptomatic. 

 The disturbance in mood and the change in functioning are 
observable by others. 

 The episode is not severe enough to cause marked impairment in 
social or occupational functioning, or to necessitate 
hospitalization, and there are no psychotic features. 

 Exclusion of substance/general medical condition. 
Note: Hypomanic-like episodes that are clearly caused by 
somatic antidepressant treatment (e.g., medication, 
electroconvulsive therapy, light therapy) should not count 
toward a diagnosis of bipolar II disorder.
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Psychosocial Therapies (psychotherapy)
 Cognitive therapy 
 Behavior therapy

Biological therapies
 Pharmacotherapy 

 Antidepressant Medications
 Augmentation drugs: lithium, 

antiepileptics, antipsychotics, thyroid
 ECT 
 Vagal Nerve Stimulation
 Sleep Deprivation
 Phototherapy

 MAO inhibitors (Tranylcypromine)
 Tricyclic antidepressnats (Clomipramine, Imipramine, 

Amitryptyline, Dothiepin,Tianeptine)
 Selective serotonin reuptake inhibitors (Citalopram, 

Escitalopram, Fluoxetine, Paroxetine, Sertraline, 
Fluvoxamine)

 Serotonin–norepinephrine reuptake inhibitors 
(Venlafaxine, Duloxetine)

 Norepinephrine reuptake inhibitors (Reboxetine)
 Atypical antidepressants (Mirtazapine, Bubrobione, 

Trazodone)
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The pharmacological treatment of bipolar 
disorders is divided into both 

 Treatment of acute episode 
Treatment of acute mania or hypomania
Treatment of acute depression 

 Maintenance treatment

 Lithium Carbonate
 Antieplieptic drugs (Valproate, 

Carbamazepine, Oxcarba-zepine, 
Clonazepam & Lorazepam)

 Anti-psychotics (Atypical & Typical)
 ECT
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 Standard anti-depressants + mood 
stabilizer 

 Mood stabilizers
 ECT

 Lithium Carbonate
 Antieplieptic drugs (Valproate, 

Carbamazepine, Lamotrigine)
 Anti-psychotics (Olanzapine)
 Thyroid supplementation
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 Panic Disorder and Agoraphobia
 Specific Phobia
 Social Phobia
 Generalized Anxiety Disorder
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Diagnostic Criteria for Generalized Anxiety Disorder
 Excessive anxiety and worry (apprehensive expectation), occurring 

more days than not for at least 6 months, about a number of events 
or activities (such as work or school performance). 

 The person finds it difficult to control the worry.
 The anxiety and worry are associated with three (or more) of the 

following six symptoms (with at least some symptoms present for 
more days than not for the past 6 months).
 restlessness or feeling keyed up or on edge 
 being easily fatigued 
 difficulty concentrating or mind going blank 
 irritability 
 muscle tension 
 sleep disturbance (difficulty falling or staying asleep, or restless 

unsatisfying sleep) 

 Exclusion of other psychiatric disorder. 
 Exclusion of substance/general medical 

condition. 
 Social/occupational dysfunction
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Criteria for Panic Attack
 A discrete period of intense fear or discomfort, in which four (or more) of the 

following symptoms developed abruptly and reached a peak within 10 
minutes: 

 palpitations, pounding heart, or accelerated heart rate 
 sweating 
 trembling or shaking 
 sensations of shortness of breath or smothering 
 feeling of choking 
 chest pain or discomfort 
 nausea or abdominal distress 
 feeling dizzy, unsteady, lightheaded, or faint 
 derealization (feelings of unreality) or depersonalization (being detached 

from oneself) 
 fear of losing control or going crazy 
 fear of dying 
 paresthesias (numbness or tingling sensations) 
 chills or hot flushes 

Diagnostic Criteria for Panic Disorder without 
Agoraphobia

 Both (1) and (2): 
 recurrent unexpected panic attacks 
 at least one of the attacks has been followed by 1 month 

(or more) of one (or more) of the following: 
▪ persistent concern about having additional attacks 
▪ worry about the implications of the attack or its consequences (e.g., 

losing control, having a heart attack, “going crazy” ) 
▪ a significant change in behavior related to the attacks

 Absence of agoraphobia 
 Exclusion of other psychiatric disorders. 
 Exclusion of substance/general medical condition. 
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Diagnostic Criteria for Panic Disorder with 
Agoraphobia

 Both (1) and (2): 
 recurrent unexpected panic attacks 
 at least one of the attacks has been followed by 1 month 

(or more) of one (or more) of the following: 
▪ persistent concern about having additional attacks 
▪ worry about the implications of the attack or its consequences (e.g., 

losing control, having a heart attack, “going crazy” ) 
▪ a significant change in behavior related to the attacks

 The presence of agoraphobia 
 Exclusion of other psychiatric disorders. 
 Exclusion of substance/general medical condition. 

Criteria for Agoraphobia
 Anxiety about being in places or situations from which escape might be 

difficult (or embarrassing) or in which help may not be available in the 
event of having an unexpected or situationally predisposed panic attack 
or panic-like symptoms. Agoraphobic fears typically involve 
characteristic clusters of situations that include being outside the home 
alone; being in a crowd or standing in a line; being on a bridge; and 
traveling in a bus, train, or automobile.

 Note: Consider the diagnosis of specific phobia if the avoidance is limited 
to one or only a few specific situations, or social phobia if the avoidance 
is limited to social situations. 

 The situations are avoided (e.g., travel is restricted) or else are endured 
with marked distress or with anxiety about having a panic attack or 
panic-like symptoms, or require the presence of a companion. 

 Exclusion of other psychiatric disorders. 
 Exclusion of substance/general medical condition. 
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Diagnostic Criteria for Specific Phobia
 Marked and persistent fear that is excessive or unreasonable, cued 

by the presence or anticipation of a specific object or situation 
(e.g., flying, heights, animals, receiving an injection, seeing blood). 

 Exposure to the phobic stimulus almost invariably provokes an 
immediate anxiety response, which may take the form of a 
situationally bound or situationally predisposed panic attack.
Note: In children, the anxiety may be expressed by crying, 
tantrums, freezing, or clinging. 

 The person recognizes that the fear is excessive or unreasonable.
Note: In children, this feature may be absent. 

 The phobic situation(s) is avoided or else is endured with intense 
anxiety or distress. 

 Social/occupational dysfunction
 In individuals under age 18 years, the duration is at least 6 months. 

 Exclusion of other psychiatric disorders. 
 Specify type:

Animal type
Natural environment type (e.g., heights, 

storms, water)
Blood-injection-injury type
Situational type (e.g., airplanes, elevators, 

enclosed places)
Other type (e.g., fear of choking, vomiting, or 

contracting an illness; in children, fear of loud 
sounds or costumed characters)
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 Diagnostic Criteria for Social Phobia
 A marked and persistent fear of one or more social or performance 

situations in which the person is exposed to unfamiliar people or to 
possible scrutiny by others. The individual fears that he or she will act in a 
way (or show anxiety symptoms) that will be humiliating or 
embarrassing.
Note: In children, there must be evidence of the capacity for age-
appropriate social relationships with familiar people and the anxiety 
must occur in peer settings, not just in interactions with adults. 

 Exposure to the feared social situation almost invariably provokes 
anxiety, which may take the form of a situationally bound or situationally
predisposed panic attack.

 The person recognizes that the fear is excessive or unreasonable.
 The feared social or performance situations are avoided or else are 

endured with intense anxiety or distress. 
 Specify if:

Generalized: if the fears include most social situations (also consider 
the additional diagnosis of avoidant personality disorder)

 Social/occupational dysfunction
 In individuals under age 18 years, the 

duration is at least 6 months. 
 Exclusion of other psychiatric disorders. 
 Exclusion of substance/general medical 

condition. 
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Diagnostic Criteria for Obsessive-Compulsive Disorder
 Either obsessions or compulsions:

Obsessions as defined by (1), (2), (3), and (4): 
 recurrent and persistent thoughts, impulses, or images that are experienced, at some time 

during the disturbance, as intrusive and inappropriate and that cause marked anxiety or 
distress 

 the thoughts, impulses, or images are not simply excessive worries about real-life problems 
 the person attempts to ignore or suppress such thoughts, impulses, or images, or to 

neutralize them with some other thought or action 
 the person recognizes that the obsessional thoughts, impulses, or images are a product of his 

or her own mind (not imposed from without as in thought insertion) 
 Compulsions as defined by (1) and (2): 

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

 the behaviors or mental acts are aimed at preventing or reducing distress or preventing some 
dreaded event or situation; however, these behaviors or mental acts either are not connected 
in a realistic way with what they are designed to neutralize or prevent or are clearly excessive 
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Diagnostic Criteria for Obsessive-Compulsive 
Disorder

 At some point during the course of the 
disorder, the person has recognized that the 
obsessions or compulsions are excessive or 
unreasonable.

 Social/occupational dysfunction
 Exclusion of substance/general medical 

condition. 

Thinking Behaviour

Contamination
(the most common)

Obsession of contamination.

Obsession is followed by:
 Washing (patients may literally rub the 

skin off their hands by excessive hand 
washing)

 Compulsive avoidance of contaminated 
object. The feared object is often hard to 
avoid (e.g., feces, urine, dust, or germs). 
Patient may be unable to leave their homes 
because of fear of germs.

Pathological Doubt (the second most 
common)

Obsession of doubt. It often implies some 
danger of violence (e.g., forgetting to turn off 
the stove or not locking a door). 

Obsession is followed by a compulsion of 
checking. The checking may involve multiple 
trips back into the house to check the stove, 
for example.

Intrusive Thoughts (the third most common) Intrusive obsessional thoughts without a 
compulsion. Such obsessions are usually 
repetitious thoughts of a sexual or aggressive 
act that is reprehensible to the patient. 

Patients obsessed with thoughts of aggressive 
or sexual acts may report themselves to 
police or confess to a priest.

Symmetry
(the fourth most common) It is the need for symmetry or precision. 

Obsession leads to a compulsion of slowness. 
Patients can literally take hours to eat a meal 
or shave their faces.
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 Body dysmorphic disorder
 Trichotillomania
 Hoarding disorder
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Diagnostic Criteria for Posttraumatic Stress Disorder
 The person has been exposed to a traumatic event in which both of the following were present: 

 the person experienced, witnessed, or was confronted with an event or events that involved actual 
or threatened death or serious injury, or a threat to the physical integrity of self or others 

 the person's response involved intense fear, helplessness, or horror.
Note: In children, this may be expressed instead by disorganized or agitated behavior. 

 The traumatic event is persistently reexperienced in one (or more) of the following ways: 
 recurrent and intrusive distressing recollections of the event, including images, thoughts, or 

perceptions. Note: In young children, repetitive play may occur in which themes or aspects of the 
trauma are expressed. 

 recurrent distressing dreams of the event.  Note: In children, there may be frightening dreams 
without recognizable content. 

 acting or feeling as if the traumatic event were recurring (includes a sense of reliving the experience, 
illusions, hallucinations, and dissociative flashback episodes, including those that occur on 
awakening or when intoxicated). Note: In young children, trauma-specific reenactment may occur. 

 intense psychological distress at exposure to internal or external cues that symbolize or resemble an 
aspect of the traumatic event 

 physiological reactivity on exposure to internal or external cues that symbolize or resemble an 
aspect of the traumatic event

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

a normal life span) 
 Persistent symptoms of increased arousal (not present before the trauma), as 

indicated by two (or more) of the following: 
 difficulty falling or staying asleep 
 irritability or outbursts of anger 
 difficulty concentrating 
 hypervigilance
 exaggerated startle response 
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 Duration of the disturbance (symptoms in 
Criteria B, C, and D) is more than 1 month. 

 Social/occupational dysfunction
 Specify if:

Acute: if duration of symptoms is less than 3 
months

Chronic: if duration of symptoms is 3 months 
or more
Specify if:

With delayed onset: if onset of symptoms is at 
least 6 months after the stressor
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Personality disorders

Dr. Mohamed Moslem Al-Hefny
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 Do they exist 
(childhood psychiatric 
disorders)?
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1- The effect of the parents’ view
2- Difficulty of making a relation
3- Atypicality of symptoms
4- The restrictions of the age 
5- The view of the public (stigma)

1- Regression
2- Learning difficulties

3- Deterioration of 
schoolastic 
achievement

4- Behavioral 
manefestations

5- Psychogenic 
symptoms 

5- Bodily (somatic 
symptoms)
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Including:
•disturbance of Sleep

•disturbance  of Appetite
•Headache

•Somatization

Do not forget:
-Visual acuity and ENT

-Migraine
-Increased ICT

-Psychogenic headache
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Commonly seen
Usually with headache, GIT disturbances and 

joint pains
In many times denotes attention seeking

Look for a family member with somatization

Nature and Nurture
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Genes
Pregnancy issues
Labor
Infection, Trauma, Nutrition
Epilepsy

1- Learning difficulties and decreased 
concentration
2- Impulsivity
3- Smoatic presentations as chronic repeated 
vomiting
4- Psychiatric syndromes secondary to 
epilepsy 
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Social issues
Family factor
Parents and sibs
School and learning

1- Mental retardation
2- Attention deficit disorders

3- Tic disorders
4- Elimination disorders

5- Mood disorders including depression
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 1-1.5 of the population
 Rated in 4 degrees: mild, moderate, severe, 

and profound
 In Egypt: the most common etiology is HIE
 Acquired type: infection, trauma and 

asphyxia
 Common problems: aggression and self 

injurious behavior, explosive rage, ADHD

 More common in boys 
(4:1)

 More common in first 
born children

 Symptoms of: 
hyperactivity, short 
attention span and easy 
distractibility

 Risk of scholastic 
deterioration

 Increased risk of trauma
 Should be differentiated 

from anxiety of childhood
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 These are involuntary, sudden, rapid, recurrent, non 
rhythmic stereotyped motor movements or 
vocalizations.

 Examples: eye blinking, neck jerking, shoulder 
shrugging, and facial grimacing

 Simple vocal tics like: coughing, throat clearing, 
grunting, and sniffing.

 Stressful situations and anxiety may exacerbate the 
case

 If multiple and complex, they may lead to secondary 
major depression

 Example: Enuresis
 In > 25% of children by 

the age of 4 years
 More common jn boys 

(2:1)
 If day and night, MR 

should be excluded
 Factors of etiology 

include: familial, 
functionally small 
bladder, Decreased 
night time ADH, and 
psychosocial stressors
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 About .,3% in preschool children, and about 
2% in school children

 More in boys than in girls
 Social factors implicated include: parental 

marital status, marital functioning, 
socioeconomic status, number of siblings, 
familial structure, death of father before the 
age of 13
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1- Full history taking (including FH)
2- Neurological exam.
3- EEG
4- IQ
5- CT brain

1- The structure of the family
2- Personality and behavior of parents
3- The relation between Parents
4- The attitude of the parents towards the child and his 
illness
5- The degree and type of care given to the child
6- The attitude of the child towards his family members
7- Family history of psychiatric illness
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1- facies and look,
2- Tone of voice, 
3- Cooperation and interaction, 
4- Psychomotor status,
5- Level of intelligence

1- Recognition of the 
cases
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