
Alcohol & Substance Dependence Symptoms 
 
Also Known as Alcoholism or Addiction 
 
Dependence upon alcohol or a specific substance (such as cocaine, nicotine, 

marijuana, etc.) is characterized by a maladaptive pattern of alcohol or substance use, 

leading to clinically significant impairment or distress, as manifested by 3 or more of the following, occurring at 

any time in the same 12-month period: 

1. Tolerance, as defined by either of the following: 
○ A need for markedly increased amounts of the alcohol or substance to achieve 

intoxication or desired effect 
○ Markedly diminished effect with continued use of the same amount of the alcohol 

or substance 
2. Withdrawal, as manifested by either of the following: 

○ 2 or more of the following, developing within several hours to a few days of 
reduction in heavy or prolonged alcohol or substance use: 

■ Sweating or rapid pulse 
■ Increased hand tremor 
■ Insomnia 
■ Nausea or vomiting 
■ Physical agitation 
■ Anxiety 
■ Transient visual, tactile, or auditory hallucinations or illusions 
■ Grand mal seizures 

○ The same substance (or another substance) or alcohol is taken to relieve or avoid 
withdrawal symptoms 

3. The substance or alcohol is often taken in larger amounts or over a longer period than was 
intended 

4. There is a persistent desire or unsuccessful efforts to cut down or control use of alcohol or the 
substance 

5. A great deal of time is spent in activities necessary to obtain alcohol or the substance (e.g., 
visiting multiple doctors or driving long distances), using alcohol or a substance (e.g., 
chain-smoking), or recovering from its effects 

6. Important social, occupational, or recreational activities are given up or reduced because of the 
continued alcohol or substance use 

7. The substance or alcohol use is continued despite knowledge of having a persistent or recurrent 
physical or psychological problem that is likely to have been caused or exacerbated by the 
substance (e.g., current cocaine use despite recognition of cocaine-induced depression, or 
continued drinking despite recognition that an ulcer was made worse by alcohol consumption) 
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Anxiety Disorders 
 
Anxiety disorders are a set of related mental conditions that include: 

generalized anxiety disorder, panic disorder, obsessive-compulsive disorder 

(OCD), posttraumatic stress disorder (PTSD), social phobia, and simple 

phobias. Anxiety disorders are treated by a combination of psychiatric medications and 

psychotherapy. 

 

Anxiety, worry, and stress are all a part of most people’s everyday lives. But simply experiencing 

anxiety or stress in and of itself does not mean you need to get professional help or that you have an 

anxiety disorder. In fact, anxiety is an important and sometimes necessary warning signal of a 

dangerous or difficult situation. Without anxiety, we would have no way of anticipating difficulties 

ahead and preparing for them. 

 

Anxiety becomes a disorder when the symptoms become chronic, and interfere with our daily lives 

and ability to function. People suffering from chronic, generalized anxiety often report the following 

symptoms: 

● Muscle tension 
● Physical weakness 
● Poor memory 
● Sweaty hands 
● Fear or confusion 
● Inability to relax 
● Constant worry 
● Shortness of breath 
● Palpitations 
● Upset stomach 
● Poor concentration 

 
These symptoms are severe and upsetting enough to make individuals feel extremely uncomfortable, 

out of control, and helpless. 

 

Anxiety disorders fall into a set of separate diagnoses, depending upon the symptoms and severity of 

the anxiety the person experiences. Anxiety disorders share the anticipation of a future threat, but 
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differ in the types of situations or objects that induce fear or avoidance behavior. Different types of 

anxiety disorder also have different types of unhealthy thoughts associated with them. 

 

Anxiety disorders are the most commonly diagnosed mental disorders in the United States. The most 

common type of anxiety disorder are called “simple phobias,” which includes phobias of things like 

snakes or being in a high place. Up to 9 percent of the population could be diagnosed with this 

disorder in any given year. Also common are social anxiety disorder (social phobia, about 7 percent) 

— being fearful and avoiding social situations — and generalized anxiety disorder (about 3 percent). 

 

Anxiety disorders are readily treated through a combination of psychotherapy and anti-anxiety 

medications. Many people who take medications for anxiety disorders can take them on an as-needed 

basis, for the specific situation causing the anxiety reaction. 

 

Anxiety Symptoms 
Most people have experienced fleeting symptoms associated with anxiety disorders at some point in 

their life. Such feelings — such as having a shortness of breath, feeling your heart pounding for no 

apparent reason, experiencing dizziness or tunnel vision — usually pass as quickly as they come and 

don’t readily return. But when they do return time and time again, that can be a sign that the fleeting 

feelings of anxiety have turned into an anxiety disorder. 

 

The primary types of anxiety disorders include: 

● Generalized Anxiety Disorder Symptoms (GAD) 
● Panic Disorder Symptoms – What is a Panic Attack? 
● Agoraphobia Symptoms 
● Social Anxiety Disorder Symptoms (also known as social phobia) 
● Specific Phobia Symptoms (also known as simple phobias) 

 

Causes & Diagnosis 
Anxiety can be caused by numerous factors, ranging from external stimuli, emotional abandonment, 

shame, to experiencing an extreme reaction when first exposed to something potentially 

anxiety-provoking. Research has not yet explained why some people will experience a panic attack 

or develop a phobia, while others growing up in the same family and shared experiences do not. It is 
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likely that anxiety disorders, like all mental illness, is caused by a complex combination of factors 

not yet fully understood. These factors likely include childhood development, genetics, neurobiology, 

psychological factors, personality development, and social and environmental cues. 

 

Like most mental disorders, anxiety disorders are best diagnosed by a mental health professional — a 

specialist who is trained on the nuances of mental disorder diagnoses (such as a psychologist or 

psychiatrist). 

 

Anxiety Treatment 
Treatment of anxiety focuses on a two-pronged approach for most people, that focuses on using 

psychotherapy combined with occasional use of anti-anxiety medications on an as-needed basis. 

Most types of anxiety can be successfully treated with psychotherapy alone — cognitive-behavioral 

and behavioral techniques have been shown to be very effective. Anti-anxiety medications tend to be 

fast-acting and have a short-life, meaning they leave a person’s system fairly quickly (compared to 

other psychiatric medications, which can take weeks or even months to completely leave). 

 

The most effective type of treatment generally depends on the specific type of anxiety disorder 

diagnosed. The following articles cover treatment options available: 

● Psychotherapy for Anxiety Disorders 
● Generalized Anxiety Disorder Treatment 
● Panic Disorder Treatment 
● Social Anxiety Treatment – how social phobia/social anxiety is treated 
● Simple Phobia Treatment – how specific phobias (like fear of heights or of flying) are 

treated 
 

Living With & Managing Anxiety 
What’s it like to live with an anxiety disorder on a daily basis? Is it always overwhelming, or are 

there specific strategies that can be used to make it easier to get through the day and manage anxiety 

successfully? Anxiety disorders are so common that we might take for granted that a person can live 

their lives and still suffer from occasional bouts of anxiety (or anxiety-provoking situations). These 

articles explore the challenges of living with and managing this condition. 

● Living with an Anxiety Disorder 
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● 15 Small Steps You Can Take Today to Improve Anxiety Symptoms 
● Fight or Flight? 
● Taking on Anxiety and the Irrational Fears in Your Life 

 

Getting Help 
Peer support for anxiety disorders is often a useful and helpful component of treatment. We offer a 

number of resources that can help you feel that you’re not alone in battling this condition. 

● Personal Stories 
● Our complete Anxiety Library 
● Join Our Online Support Group 

 
Although obsessive-compulsive disorder (OCD) and posttraumatic stress disorder(PTSD) are 

sometimes considered anxiety disorders, they are covered elsewhere independently on Psych Central. 
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Asperger’s Syndrome 
Asperger’s Disorder — also known as Asperger’s Syndrome or just AS — is a mild 

form of autism, recognized as a mental health concern that sometimes requires 

treatment. Asperger’s is usually diagnosed in childhood or as a young teenager, and is 

characterized by social impairment, isolation, and what others might see as eccentric 

behavior. 

The disorder’s name comes from Hans Asperger, an Austrian physician who first described the 

syndrome in 1944. 

Asperger’s: Impairments in Social Interactions with Others 
Although the social criteria for Asperger’s Disorder (also known as Asperger’s Syndrome or AS) and 

autism are identical, AS usually involves fewer symptoms and presents differently than autism. 

 

Individuals with Asperger’s Disorder often isolate themselves, but they’re still aware of the presence 

of others, even though the way they approach people can be inappropriate and even peculiar. For 

example, they might have a one-sided and long-winded conversation with a person — usually an 

adult — about an unusual and narrow topic. 

 

Also, although individuals with Asperger’s are often self-described loners, they usually express great 

interest in making friends and meeting people. Unfortunately, their awkward approach, insensitivity 

to other’s feelings and odd facial expressions and body language (e.g., signs of boredom, quick to 

leave, avoiding eye contact or staring inappropriately) make developing relationships difficult. This 

can lead to chronic frustration. Even worse, some individuals get so upset that they develop 

symptoms of depression, which may require treatment, including medication. 

 

Individuals with AS often also display inappropriate emotional aspects of social interactions. They 

can come off as being insensitive. They might appear to lack empathy or to disregard another 

person’s expressions and gestures altogether. However, people with AS usually are able to describe 

other people’s emotions and intentions — they’re just unable to act on this knowledge in an intuitive 

and spontaneous way, so they end up losing the rhythm of the interaction. Because they have such a 
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poor sense of intuition and spontaneity, people with AS rely on formal, rigid rules of behavior, 

making them appear inappropriately and overly formal in social situations. 

 

Some of these symptoms also appear in individuals with higher-functioning autism, though perhaps 

to a lesser extent. Most autistic people seem withdrawn and unaware of or uninterested in other 

people. 

 

Asperger’s: Impairments in Communication with Others 
Unlike autistic individuals, those with AS don’t usually have significant speech problems, but their 

language and speech skills still differ from people without the disorder. As a whole, people with AS 

have an odd way of using language. Specifically, their communication differs in three major ways. 

 

1. People with AS don’t have quite the degree of rigid inflection and intonation as 
autistic individuals, but they still tend to speak in a monotone. Pitch typically lacks 
variation and is simply peculiar. They might talk too loudly or too formally. They 
tend to misunderstand the nuances of language, such as taking a sarcastic remark 
seriously or not grasping a joke or a metaphor. 

2. They may go off on tangents during a conversation and their speech can seem 
incoherent. Even though in some cases this symptom might mean a possible thought 
disorder, it’s more likely that the incoherent speech is a result of their one-sided, 
egocentric conversational style, inability to provide background information, clearly 
distinguish changes in topic and tendency to express their inner thoughts. 

3. Some experts view the long-winded and one-sided conversations as one of the most 
prominent differential features of the disorder. The child or adult may talk 
incessantly, usually about their favorite subject, often completely disregarding 
whether the listener is interested, engaged or trying to interject a comment, or change 
the subject. Despite such long-winded monologues, the individual may never come to 
a point or conclusion. Usually the other person can’t get a word in and is unable to 
change the conversation. 

 
Even though it’s possible that these symptoms stem from significant deficits in pragmatics skills or a 

lack of insight into, and awareness of, other people’s expectations, the challenge is to understand 

them developmentally as strategies of social adaptation. 



Asperger’s: Restricted and Repetitive Patterns of Behavior, 

Interests and Activities 
The DSM-IV criteria for Asperger’s Disorder and autism are identical, requiring the presence of at 

least one symptom from this category. The most commonly seen symptom in AS is an all-absorbing 

preoccupation with an unusual and very narrow topic (e.g., snakes, names of stars, maps, TV guides, 

railway schedules). A person with AS will usually know the topic inside and out and want to talk 

about it all the time during social interactions. Although this symptom may not be easily recognized 

in children, since strong interests in one topic are so common, it may become more salient with age, 

as interests shift to odd and narrow topics. The topics may change every year or two, but the intensity 

with which they are studied remains the same. 

 

Individuals with AS tend to have rigid routines and dislike change. For instance, children may be 

very particular about how they eat. 

 

Asperger’s: Physical Clumsiness 
Delayed motor development — that is, the ability to move one’s physical body with ease and grace 

— is an associated feature, although it’s not a required criterion for diagnosis of Asperger’s Disorder. 

Individuals with AS may have a history of delayed motor skills such as riding a bike, catching a ball 

or opening jars. They are often awkward, with a rigid walk, odd posture and problems with 

visual-motor coordination. 

 

Although this differs from motor development in autistic children, whose motor skills often are a 

relative strength, it is somewhat similar to patterns seen in older autistic individuals. The similarity 

might stem from different underlying factors, however, such as psychomotor deficits in AS and poor 

body image and sense of self in autism. This highlights the importance of describing this symptom in 

developmental terms. 
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Attention Deficit Hyperactivity Disorder 
An Overview of ADHD in Adults 

Attention deficit hyperactivity disorder (ADHD) is characterized by 

symptoms that include the inability to keep one’s attention focused on a task, 

trouble organizing tasks, avoiding things that take effort, and follow-through. 

ADHD may also include problems with hyperactivity (fidgeting, excessive talking, restlessness) and 

impulsivity (difficulty waiting one’s turn or with patience, interrupting others). It is typically treated 

with stimulant medications, such as Ritalin, and psychotherapy.  

Have you ever had trouble concentrating, found it hard to sit still, interrupted others during a 

conversation, or acted impulsively without thinking things through? Can you recall times when you 

daydreamed or had difficulty focusing on the task at hand? 

Most of us can picture acting this way from time to time. But for some people, these and other 

exasperating behaviors are uncontrollable, persistently plaguing their day-to-day existence and 

interfering with their ability to form lasting friendships or succeed in school, at home, or with their 

career. 

Symptoms of ADHD 
Unlike a broken bone or cancer, attention deficit hyperactivity disorder (ADHD, also sometimes 

referred to as just plain attention deficit disorder or ADD) does not show physical signs that can be 

detected by a blood or other lab test*. The typical ADHD symptoms often overlap with those of other 

physical and psychological disorders. 

ADD is characterized by a pattern of inattentive behavior, often combined with impulsivity and in 

some, hyperactivity. In adults, this pattern of behavior makes it difficult to focus on details, sustain 

attention, listen to others, and follow through on instructions or duties. Organizing an activity or task 

can be next to impossible, and the person is readily distracted by things going on around them. They 
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may seem forgetful, misplacing or losing things needed in order to just get through their day, or to 

complete a task needing to be done. 

ADHD usually appears first in childhood, but can also be diagnosed in adults (as long as some 

symptoms were present in the individual’s childhood, but simply never diagnosed). 

Causes & Diagnosis of ADHD 
The causes remain unknown, but ADHD can be diagnosed and effectively treated. Many resources 

are available to support families in managing ADHD behaviors when they occur. Exactly what 

causes ADHD has not been pinpointed, though many professionals believe neurobiological and 

genetic elements play a role. In addition, numerous social factors such as family conflict and poor 

child-rearing practices, while not causing the condition, may complicate the course of ADHD and its 

treatment. 

Attention deficit disorder, known in Europe and some parts of the world as hyperkinetic disorder, has 

been around a lot longer than most people realize. In fact, a condition that appears to be similar to the 

modern one was described by Hippocrates, who lived from 460 to 370 BC. The name attention 

deficit disorder was first introduced in 1980 in the third edition of the Diagnostic and Statistical 

Manual of Mental Disorders. In 1994 the definition was altered to include three groups within 

ADHD: the predominantly hyperactive-impulsive type; the predominantly inattentive type; and the 

combined type (in the DSM-5, these are now referred to as “presentations”). 

ADHD Treatment 
The symptoms of ADHD do not always go away — up to 60 percent of child patients retain their 

symptoms into adulthood. Many adults with ADHD have never been diagnosed, so they may not be 

aware they have the disorder. They may have been wrongly diagnosed with depression, anxiety, 

bipolar disorder or a learning disability. 

ADD is readily treatable, although finding the right treatment that works for you can sometimes take 

time. The most common treatments for this condition include certain types of medications (called 

stimulants) and, for some, psychotherapy. Psychotherapy alone can also be an effective treatment, 



but many adults feel more comfortable simply taking a daily medication. You should explore all your 

treatment options, however, before you make a final decision. 

Living With & Managing ADHD 
ADHD is difficult to deal with for everyone involved. There is not only the difficulty of coping with 

symptoms, but also facing the challenges within society. Some experts have linked ADHD with an 

increased risk of accidents, drug abuse, failure at school, antisocial behavior, and criminal activity. 

But others view ADHD in a positive light, arguing that it is simply a different method of learning 

involving greater risk-taking and creativity. 

ADHD may be accompanied by additional diagnoses or disorders, including anxiety, OCD, or speech 

or hearing problems. While no two people experience ADHD in exactly the same way, it helps to 

know that you are not alone. 

Need more help with understanding how to live well with this condition, and manage it more 

successfully? These articles help people who are living with ADHD in their lives. Remember, for 

most people with this diagnosis, this can be a life-long condition — one that needs attention, coping 

skills, and treatment in order to live your happiest and best life. 

Getting Help / Helping Someone 
Getting help for this condition isn’t always easy, as a person may not want to acknowledge that 

there’s something wrong with their ability to concentrate and focus. Some people may see it as a 

weakness, and taking a medication as a “crutch.” None of this is true. ADD is simply a mental 

disorder, and one that is readily treated. 

There are many ways to get started in treatment. Many people start by seeing their physician or 

family doctor to see if they really might suffer from this disorder. While that’s a good start, you’re 

encouraged to also consult a mental health specialist right away too. Specialists — like psychologists 

and psychiatrists — can more reliably diagnose a mental disorder than a family doctor can. 
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Autism 
An Overview of Autism Spectrum Disorders 

Autism is a mental disorder that begins in childhood that is characterized by persistent 

impairments in being to engage in social communication and interaction with others. A 

person with autism often has restricted, repetitive patterns of behaviors, interests, or 

activities. The symptoms are present since childhood, and impact a person’s everyday living. 

Autism exists on a spectrum. People with severe forms of autism may have a difficult time with 

everyday activities that significantly limit the kinds of things they do as an adult. People with less 

severe forms of autism may appear to be perfectly normal, except in certain social situations where 

the impairment becomes more apparent. Autism may exist with or without accompanying intellectual 

and language impairments. 

An estimated 1 out of every 100 children suffers from autism, a disorder that causes disruption in 

families and unfulfilled lives for many children. 

In 1943 Dr. Leo Kanner of the Johns Hopkins Hospital studied a group of 11 children and introduced 

the label early infantile autism into the English language. At the same time a German scientist, Dr. 

Hans Asperger, described a milder form of the disorder that became known as Asperger’s syndrome. 

Thus these two disorders were described and are today listed in the Diagnostic and Statistical Manual 

of Mental Disorders as neurodevelopmental disorders, more often referred to today as autism 

spectrum disorders (ASD). All these disorders are characterized by varying degrees of impairment in 

communication skills, social interactions, and restricted, repetitive and stereotyped patterns of 

behavior. 

Since 2013, Asperger’s Syndrome has been considered an autism spectrum disorder, as have the 

terms childhood autism, Kanner’s autism, atypical autism, high-functioning autism, and childhood 

disintegrative disorder. 
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Autism Symptoms 
Autism spectrum disorders (ASD) can often be reliably detected by the age of 3 years, and in some 

cases as early as 18 months. Studies suggest that many children eventually may be accurately 

identified by the age of 1 year or even younger. The appearance of any of the warning signs of ASD 

is reason to have a child evaluated by a professional specializing in these disorders. 

Parents are usually the first to notice unusual behaviors in their child. In some cases, the baby seemed 

“different” from birth, unresponsive to people or focusing intently on one item for long periods of 

time. The first signs of an ASD can also appear in children who seem to have been developing 

normally. When an engaging, babbling toddler suddenly becomes silent, withdrawn, self-abusive, or 

indifferent to social overtures, something is wrong. Research has shown that parents are usually 

correct about noticing developmental problems, although they may not realize the specific nature or 

degree of the problem. 

Autism spectrum disorders range in severity from mild to severe, with the most severe forms 

characterized by speech and patterns of behavior that can be difficult to understand. 

Prevalence, Causes & Diagnosis 
In 2007, the United States Centers for Disease Control (CDC) found that the rate is higher than the 

rates found from studies conducted in the United States during the 1980s and early 1990s (survey 

based on data from 2000 and 2002). The CDC survey assigned a diagnosis of autism spectrum 

disorder based on health and school records of 8 year olds in 14 communities throughout the U.S. 

Debate continues about whether this represents a true increase in the prevalence of autism. Changes 

in the criteria used to diagnose autism, along with increased recognition of the disorder by 

professionals and the public may all be contributing factors. 

Data from an earlier report of the CDC’s Atlanta-based program found the rate of autism spectrum 

disorder was 3.4 per 1,000 for children 3 to 10 years of age. Summarizing this and several other 

major studies on autism prevalence, CDC estimates that 2-6 per 1,000 (from 1 in 500 to 1 in 150) 



children have an ASD. The risk is 3-4 times higher in males than females. Research from 2009 

suggests autism now affects every 1 in 110 children. 

According to Autism Speaks, a non-profit advocacy association dedicated to understanding autism, 

there is no single known cause of autism. Instead, researchers have identified a number of 

characteristics that may make a person be at greater risk for developing the condition. These include 

genetic factors, environmental factors (such as parents have a child at an older age, pregnancy or 

birth complications, and pregnancies spaced less than one year apart), and differences in brain 

biology and structure. There is absolutely no credible, scientific evidence that links autism to 

childhood vaccines. 

Treatment of Autism 
Early intervention is important in the treatment of autism spectrum disorders. The sooner a child is 

seen by a specialist, the better outcome for both the child and the family. Most treatment approaches 

for this condition use psychotherapy as the foundation for change. There are a variety of therapeutic 

techniques employed to help someone with this condition learn to manage its symptoms over the 

course of their life. 

For some people with autism, interventions may target specific deficits in learning, language, 

imitation, attention, motivation, compliance, and initiative of interaction. These types of treatment 

may include behavioral methods, communication therapy, occupational and physical therapy along 

with social play interventions. 

Living With & Managing Autism 
What kind of life a person with ASD lives is largely dependent upon a number of factors: how severe 

the disorder is, and how soon the child received treatment for their symptoms. The less severe and 

the sooner the child received treatment, the more likely it is that they will have a significantly good 

ability to live with and manage their condition throughout their life. If a child suffers from severe 

autism, however, they may require lifelong assistance with a variety of daily activities of living, 

learning, and work. 
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Getting Help 
There are many ways to get started in your journey of recovery from autism spectrum disorder, 

whether for yourself or your child or teen. Many people start by seeing their physician or family 

doctor to see if they really might suffer from this disorder. While that’s a good start, you’re 

encouraged to also consult a mental health specialist right away too. Specialists — like psychologists 

and psychiatrists — can more reliably diagnose a mental disorder than a family doctor can. 

Some people may feel more comfortable reading more about the condition first. While we have a 

great library of resources here, we also have a set of and a peer-led, online support group just for this 

condition. 
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Bipolar Disorder 
What is Bipolar Disorder? 
Bipolar disorder, also known in some parts of the world by its older name, “manic 

depression,” is a mental disorder that is characterized by serious and significant mood 

swings. A person with this condition experiences alternating “highs” (what clinicians 

call “mania“) and “lows” (also known as depression). 

Both the manic and depressive periods can be brief, from just a few hours to a few days. Or the 

cycles can be much longer, lasting up to several weeks or even months. The periods of mania and 

depression vary from person to person — many people may only experience very brief periods of 

these intense moods, and may not even be aware that they have the disorder. 

According to the American Psychiatric Association, there four major categories of bipolar disorder: 

bipolar I disorder, bipolar II disorder, cyclothymic disorder, and bipolar disorder due to another 

medical or substance abuse disorder (APA, 2013). Anyone can be diagnosed with bipolar disorder, 

but bipolar disorder in children is called disruptive mood dysregulation disorder and carries a 

different set of symptoms. 

All types of bipolar disorder generally respond well to treatment, which usually includes medication 

management for many years and for some, psychotherapy. Like many mental disorders, professionals 

generally don’t talk about a person being “cured” of this condition, so much as learning to manage it 

well. Medication and psychotherapy help a person do that. 

Symptoms of Bipolar 
For bipolar disorder to be diagnosed, a person needs to have experienced at least one manic (or in 

bipolar II, hypomanic) episode, and one depressive episode during their lifetime. 

A manic episode (bipolar I disorder) is characterized by extreme happiness, extreme irritability, 

hyperactivity, little need for sleep and/or racing thoughts, which may lead to rapid speech. People in 

a manic episode feel like they can do anything, make plans to try and do all those things, and believe 
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that nothing can stop them. For bipolar I to be diagnosed, this episode must have last at least a week 

and represents a noticeable change from a person’s usual behavior. 

A hypomanic episode (bipolar II disorder) is characterized by the same symptoms as a manic 

episode, except the symptoms need to only have been present for at least four (4) days. 

A depressive episode is characterized by extreme sadness, a lack of energy or interest in things, an 

inability to enjoy normally pleasurable activities and feelings of helplessness and hopelessness. On 

average, someone with this condition may have up to three years of normal mood between episodes 

of mania or depression. 

When left untreated, the severity of episodes can vary. People with this condition can often predict 

when a new cycle is starting, as the severity of their symptoms increase. 

 

Causes & Diagnosis 
As with most mental disorders, researchers are still not certain what causes this condition. There is 

no single risk factor, gene, or other predisposition that puts a person at increased risk for bipolar 

disorder. It is likely a combination of factors increase a person’s risk. According to research, these 

factors may include a different brain structure and way of functioning, a set of genetic factors, and 

family history (as this disorder tends to run in families). 



Bipolar disorder, like most mental disorders, is best diagnosed by a trained mental health 

professional — such as a psychologist, psychiatrist, or clinical social worker. While a family 

physician or general practitioner may offer a preliminary diagnosis, only a mental health specialist 

offers the experience and skills necessary to diagnose this condition reliably. 

Bipolar Disorder Treatment 
According to researchers at the National Institute of Mental Health (NIMH), the exact cause of 

bipolar disorder is not yet known — but it can still be effectively treated. Research is ongoing about 

finding the most effective treatments. 

Like most mental disorders, this condition is treated with psychotherapy combined with psychiatric 

medications (most people benefit more quickly from combinedtreatment of the two). Treatment for 

this disorder is generally effective and helps most people keep a balanced mood throughout their day, 

most days of the month. It may take anywhere from one to two months before a person starts feeling 

the full, beneficial impact of their treatment. 

Self-help strategies for this condition vary in their effectiveness, depending upon the person and the 

severity of the disorder. Some people find it beneficial to join a support group, read books explaining 

effective self-help strategies, or keeping a journal (either paper or through a mood or journaling app). 

One of the biggest challenges of treatment of bipolar disorder is finding and maintaining a treatment 

routine that works best for a person over the long-term. Most people with this condition benefit from 

medications for much of their life, but it can be a challenge to stick with the medications when all 

seems well years down the road. Commonly prescribed medications for this disorder include a mood 

stabilizer (like lithium), while some treatments may also involve the use of additional medications 

(like an atypical antipsychotic or, in some cases, an antidepressant). 

Living With & Managing Bipolar 
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There are many challenges to living with this condition on a daily basis. What are some of the 

long-term, successful strategies to staying well, sticking with treatment, and maintaining a balanced 

mood? 

One important component of living with this condition is learning to build routines and sticking with 

them, no matter what. What can often drive a person into a manic or depressive episode is going off 

of their routine, or deciding one day that the mood stabilizer that helps them regulation their moods is 

no longer needed. 

These articles were written to help a person learn to live more successfully with this condition: 

Getting Help 
There are many ways to get started in your journey of recovery from bipolar. Many people start by 

seeing their physician or family doctor to see if they really might suffer from this disorder. While 

that’s a good start, you’re encouraged to also consult a mental health specialist right away too. 

Specialists — like psychologists and psychiatrists — can more reliably diagnose a mental disorder 

than a family doctor can. 

Some people may feel more comfortable reading more about the condition first. While we have a 

great library of resources here, we also have a set of recommended bipolar books and a peer-led, 

online support group just for this condition. 
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Depression 
What is Depression? 
Clinical depression goes by many names, such as “the blues,” biological depression, 

and major depression. But all of these names refer to the same thing: feeling sad 

and depressed for weeks or months on end — not just a passing blue mood of a day or two. This 

feeling is most often accompanied by a sense of hopelessness, a lack of energy (or feeling “weighed 

down”), and taking little or no pleasure in things that once gave a person joy in the past. 

Depression symptoms take many forms, and no two people’s experiences are exactly alike. A person 

who’s suffering from this disorder may not seem sad to others. They may instead complain about 

how they just “can’t get moving,” or are feeling completely unmotivated to do just about anything. 

Even simple things — like getting dressed in the morning or eating at mealtime — become large 

obstacles in daily life. People around them, such as their friends and family, notice the change too. 

Often they want to help, but just don’t know how. 

According to the National Institute of Mental Health, depression can often start off as higher levels of 

anxiety in children. But today, the causes of depression still remain largely unknown. 

What’s Depression Feel Like? 

“[If there was] certainty that an acute episode [of depression] will last only a week, a month, even 

a year, it would change everything. It would still be a ghastly ordeal, but the worst thing about it 

— the incessant yearning for death, the compulsion toward suicide — would drop away. But no, a 

limited depression, a depression with hope, is a contradiction. The experience of convulsive pain, 

along with the conviction that it will never end except in death — that is the definition of a severe 

depression.” 

~ George Scialabba 

Symptoms of Depression 
Clinical depression is different from normal sadness — like when you lose a loved one — as it 

usually completely consumes a person in their day-to-day living. It doesn’t stop after just a day or 
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two — it will continue for weeks on end, interfering with the person’s work or school, their 

relationships with others, and their ability to just enjoy life and have fun. Some people feel as if a 

huge hole of emptiness has opened inside when experiencing the hopelessness associated with this 

condition. In any given year, 7 percent of Americans will be diagnosed with this condition; women 

are 2 to 3 times more likely to be diagnosed than men (American Psychiatric Association). 

The symptoms of depression include the majority of the following signs, experienced more days than 

not over the course of two or more weeks: a persistent feeling of loneliness or sadness; lack of 

energy; feelings of hopelessness; difficulties with sleeping; difficulties with eating; difficulties with 

concentration or attention; total loss of interest in enjoyable activities or socializing; feelings of guilt 

and worthlessness; and/or thoughts of death or suicide. Most people who are feeling depressed don’t 

experience every symptom, and the presentation of symptoms varies in degree and intensity from 

person to person. 

Causes & Diagnosis 
Depression doesn’t discriminate who it affects by age, gender, race, career, relationship status, or 

whether a person is rich or poor. It can affect anyone at any point in their life, including children and 

adolescents (although in teens and children, it can sometimes be seen more as irritability than a sad 

mood). 

Like most mental disorders, researchers still don’t know what exactly causes this condition. But a 

combination of factors is likely to blame, including: genetics, neurobiological makeup, gut bacteria, 

family history, personality and psychological factors, environment, and social factors in growing up. 

A mental health specialist is the type of professional best equipped to make a reliable diagnosis for 

this condition. These kinds of professionals include psychologists, psychiatrists, and clinical social 

workers. While a general practitioner or family doctor may be able to make an initial diagnosis, 

further followup and treatment should be done by a specialist for the best treatment results. 

Depression Treatment 



Can depression actually be successfully treated? The short answer is yes. According to the National 

Institute of Mental Health and countless research studies over the past decades, clinical depression is 

readily treated with modern antidepressant medications and short-term, goal-oriented psychotherapy. 

For most people, a combination of the two works best and is usually what is recommended. 

Psychotherapy approaches scientifically proven to work with depression include cognitive-behavioral 

therapy (CBT), interpersonal therapy, and psychodynamic therapy (Gelenberg et al., 2010). 

In more serious or treatment-resistant cases, additional treatment options may be tried (like ECT or 

rTMS). No matter how hopeless things may feel today, people can get better with treatment — and 

most do. The key to successful treatment is usually dependent upon the person recognizing there’s a 

problem, seeking out treatment for it, and then following the treatment plan agreed to. This can be far 

more challenging for someone who’s depressed than it sounds, and patience is a core necessity when 

starting treatment. 

Living With & Managing Depression 
When faced with the emptiness and loneliness of this condition, many people living with it find it a 

daily struggle just to wake up in the morning and get out of bed. Everyday tasks most of us take for 

granted — like showering, eating, or going to work or school — seem insurmountable obstacles to a 

person living with depression. 

The key to living with depression is ensuring you’re receiving adequate treatment for it (usually most 

people benefit from both psychotherapy and medication), and that you are an active participant in 

your treatment plan on a daily basis. This requires a lot of effort and hard work for most people, but 

it can be done. Establishing new, healthier routines are important in many people’s management of 

this concern. 

Helping Someone with Depression 
When we see a friend or family member in distress, most of us want to reach out and offer a hand. 

But when it comes to this kind of mental illness, all too often we remain silent, fearful of the stigma 



associated with the diagnosis. There is nothing to be ashamed of, and no reason not to offer to help 

out someone who is going through the challenges of living with this disorder. 

Getting Help 
Recovery from a depressive episode takes time as well as a desire and willingness for change. You 

can start by talking to someone — anyone — about your feelings, and finding some immediate 

emotional support through the sharing. Many people start their journey of recovery off by going to 

see their family physician for an initial diagnosis. Such a professional can also help connect you with 

referrals or encouragement to continue your treatment with a mental health specialist. 

The first step is yours to take. Be brave and know that in taking it, you’re starting down the road to 

recovery from this terrible disorder. 

Some people also like to start their recovery by reading some of our recommended books on 

depression, or by joining our online support group for this condition. You can also review our 

complete depression library for additional information and resources. 
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Dissociative Identity Disorder 
Also Known as Multiple Personality Disorder 

Dissociative identity disorder (DID) is a diagnosis characterized by having two or 

more distinct people, each with his or her own identity and personality, that 

alternately take control over a person.  

More commonly known by its older name, multiple personality disorder. It is thought that this 

disorder may be caused by trauma from a person’s childhood, such as ongoing physical abuse, sexual 

assault, and/or emotional abuse. 

The person also experiences severe memory loss that cannot be explained by ordinary forgetfulness. 

Thought to be a coping mechanism, dissociation helps a person leave the traumatic situation. While 

all people do that when they daydream, this disorder takes it to another level entirely where the 

dissociations become real and the person begins to mold themselves into another identity entirely. 

Symptoms of Dissociative Identity Disorder 
Dissociative identity disorder is characterized by the following symptoms, which can be diagnosed 

by a mental health professional: 

● Disruption of a person’s identity. This disruption can be seen by the presence of two 
or more distinct personality states. In some cultures, these different personality states 
may be called “possession” or label the person as being “possessed.” The disruption 
involves marked discontinuity in sense of self and sense of agency, accompanied by 
related alterations in affect, behavior, consciousness, memory, perception, cognition, 
and/or sensory-motor functioning. 

● Recurring gaps in the recall of everyday events, important personal information, 
and/or traumatic events are are inconsistent with ordinary forgetting 

● These symptoms cause significant distress and/or impairment in the the person’s 
everyday functioning with friends, family, at work or school, or in other important 
areas of their life. 

● These symptoms are not a part of a broadly accepted cultural or religious practice. In 
children, they should not be confused with imaginary play, role playing, or fantasy 
play. 

● The disturbance is not due to the direct physiological effects of a substance (e.g., 
blackouts or chaotic behavior during alcohol intoxication) or a general medical 
condition (e.g., complex partial seizures). 
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Eating Disorders 
 

Eating disorders are one of the unspoken secrets that affect many families. Millions of 
Americans are afflicted with this disorder every year, and most of them — up to 90 percent — 
are adolescent and young women. Rarely talked about, an eating disorder can affect up to 5 
percent of the population of teenage girls. 
 
Why are teenage and young adult women so susceptible to getting an eating disorder? According to the 
National Institute of Mental Health, it is because during this period of time, women are more likely to diet — or 
try extreme dieting — to try to stay thin. Certain sports (such as gymnastics) and careers (such as modeling) are 
especially prone to reinforcing the need to keep a fit figure, even if it means purging food or not eating at all. 
 
There are three main types of eating disorders: 

● Anorexia Nervosa 
● Bulimia Nervosa 
● Binge Eating Disorder 

 
Anorexia (also known as anorexia nervosa) is the name for simply starving yourself because you are convinced 
you are overweight. If you are at least 15 percent under your normal body weight and you are losing weight 
through not eating, you may be suffering from this disorder. 
 
Bulimia (also known as bulimia nervosa) is characterized by excessive eating, and then ridding yourself of the 
food by vomiting, abusing laxatives or diuretics, taking enemas, or exercising obsessively. This behavior of 
ridding yourself of the calories from consumed food is often called “purging.” 
 
A person who suffers from this disorder can have it go undetected for years, because the person’s body weight 
will often remain normal. “Binging” and “purging” behavior is often done in secret and with a great deal of 
shame attached to the behavior. It is also the more common eating disorder. 
 
Eating disorders are serious problems and need to be diagnosed and treated like any medical disease. If they 
continue to go untreated, these behaviors can result in future severe medical complications that can be 
life-threatening. 
 
Treatment of eating disorders nearly always includes cognitive-behavioral or group psychotherapy. Medications 
may also be appropriate and have been found to be effective in the treatment of these disorders, when combined 
with psychotherapy. 
 
If you believe you may be suffering from an eating disorder or know someone who is, please get help. Once 
properly diagnosed by a mental health professional, such disorders are readily treatable and often cured within a 
few months’ time. 
 
A person with an eating disorder should not be blamed for having it! The disorders are caused by a complex 
interaction of social, biological, and psychological factors which bring about the harmful behaviors. The 

https://psychcentral.com/disorders/eating-disorders/introduction-to-anorexia-nervosa/
https://psychcentral.com/disorders/eating-disorders/introduction-to-bulimia-nervosa/
https://psychcentral.com/disorders/binge-eating/
https://psychcentral.com/disorders/binge-eating/


important thing is to stop as soon as you recognize these behaviors in yourself, or to get help to begin the road 
to recovery. 
 

Anorexia 
People who intentionally starve themselves suffer from an eating disorder called anorexia nervosa. The 
disorder, which usually begins in young people around the time of puberty, involves extreme weight loss that is 
less than what is considered minimally normal. Many people with the disorder look emaciated but are 
convinced they are overweight. Sometimes they must be hospitalized to prevent starvation. 
 
People with anorexia typically starve themselves, even though they suffer terribly from hunger pains. One of the 
most frightening aspects of the disorder is that people with  anorexia continue to think they are overweight even 
when they are bone-thin. For reasons not yet understood, they become terrified of gaining any weight. 
 
Food and weight become obsessions. For some, the compulsiveness shows up in strange eating rituals or the 
refusal to eat in front of others. It is not uncommon for people with anorexia to collect recipes and prepare 
gourmet feasts for family and friends, but not partake in the meals themselves. They may adhere to strict 
exercise routines to keep off weight. Loss of monthly menstrual periods is typical in women with the disorder. 
Men with anorexia often become impotent. 
 

Specific Symptoms of Anorexia 
A person who suffers from this disorder is typically characterized by their refusal to maintain a body weight 
which is consistent with their build, age, and height. The minimum level of severity is based, for adults, on 
current body mass index (BMI) (see below) or, for children and adolescents, on BMI percentile. The ranges 
below are derived from World Health Organization categories for thinness in adults; for children and 
adolescents, corresponding BMI percentiles should be used. 
 
The individual usually experiences an intense and overwhelming fear of gaining weight or becoming fat. 
This fear, regardless of the person’s actual weight, will often continue even when the person is near death from 
starvation. It is related to a person’s poor self-image, which is also a symptom of this disorder. The individual 
suffering from this disorder believes that their body weight, shape, and size is directly related to how good 
they feel about themselves and their worth as a human being. Persons with this disorder often deny the 
seriousness of their condition and can not objectively evaluate their own weight. 
 
Many women with anorexia develop amenorrhea, or the absence of her menstrual period, but this is no longer a 
required criteria in the updated 2013 DSM-5 to receive an anorexia diagnosis. 
 
There are two types of anorexia nervosa: 

● Restricting type — The person restricts their food intake on their own and does not engage in 
binge-eating or purging behavior. 

● Binge eating/purging type — The person self-induces vomiting or misuses laxatives, diuretics, 
or enemas. 
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Binge Eating Disorder 
People with binge eating disorder feel both emotionally and physically out of control of their eating. 
Consequently, remorse and emotional anguish are common. Unlike the patient with bulimia, the binge eater 
does not compensate after a binge by overexercising, vomiting or fasting. 
 
Binge eating disorder typically involves: 

● repeating episodes of binge eating 
● eating more in a given amount of time than other people would eat during that same period of 

time 
● feeling as if you can’t stop eating 
● eating alone because you are ashamed about how much food you eat 
● feeling disgusted with yourself; feeling depressed or guilty after overeating 
● episodes of binge eating, associated with at least three of the following: 

○ eating faster than you would normally eat 
○ eating more than you would normally eat 
○ eating until you feel very full or even ill 
○ eating even after you are satisfied 

 

How common is binge eating disorder? 
Nearly 2 percent of the American population has binge eating disorder. That would mean as many as five 
million Americans could suffer from binge eating disorder at any one time. 
 
As many as 30 percent of the people with obesity who are seeking help for their weight may be suffering from 
binge eating disorder. Seven in ten people at Overeaters Anonymous are thought to be binge eaters. Untreated 
binge eating may be the reason that many people are unsuccessful in their attempts to lose weight or maintain 
weight loss. 
 

Who gets binge eating disorder? 
Men and women are binge eaters in almost equal numbers. There are about three female binge eaters for every 
two male binge eaters. 
 
Symptoms of binge eating disorder generally begin when someone is in their 20s. Binge eating disorder appears 
to affect whites in equal numbers as non-whites, and affluent people as well as middle-class people. It has not 
been well studied among lower socioeconomic groups. 
 
In a typical binge eating, a person can eat several thousand calories in one sitting. The foods are generally low 
protein, high fat and high carbohydrate. Binge eaters will describe eating last night’s leftovers as well as slices 
of cakes, cookies, chips and even raw cake batter! Imagine doing that a few times a week. All that food adds up 
to several pounds of unhealthy weight each month. 
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Bulimia 
People with bulimia nervosa consume large amounts of food and then rid their bodies of the excess calories by 
vomiting, abusing laxatives or diuretics, taking enemas, or exercising obsessively. Some use a combination of 
all these forms of purging. Because many individuals with bulimia “binge and purge” in secret and maintain 
normal or above normal body weight, they can often successfully hide their problem from others for years. 
 
Family, friends, and physicians may have difficulty detecting bulimia in someone they know. Many individuals 
with the disorder remain at normal body weight or above because of their frequent binges and purges, which 
can range from once or twice a week to several times a day. Dieting heavily between episodes of binging and 
purging is also common. Eventually, half of those with anorexia will develop bulimia. 
 
As with anorexia, bulimia typically begins during adolescence. The condition occurs most often in women but 
is also found in men. Many individuals with bulimia, ashamed of their strange habits, do not seek help until they 
reach their thirties or forties. By this time, their eating behavior is deeply ingrained and more difficult to 
change. 
 

Specific Symptoms of Bulimia 
This disorder is characterized by recurrent episodes of binge eating, occurring at least twice a month for a 
minimum of 3 months, which consists of: 
 

● Eating, in a discrete period of time (e.g., within any 2-hour period), an amount of food that is 
definitely larger than most people would eat during a similar period of time and under similar 
circumstances 

● A sense of lack of control over eating during the episode (e.g., a feeling that one cannot stop 
eating or control what or how much one is eating) 

 
Additionally, the criteria for Bulimia Nervosa requires recurrent, inappropriate compensatory behaviors in order 
to prevent weight gain, such as self-induced vomiting; misuse of laxatives, diuretics, enemas, or other 
medications; fasting; or excessive exercise. A person’s self-image is usually directly correlated with their 
weight, with a great deal of attention focused on how their body looks. 
 
This disorder can only be diagnosed if it is not better accounted for by anorexia nervosa. 
The level of severity of a bulimia diagnosis is based on the frequency of inappropriate compensatory behaviors 
(see below). The level of severity may be increased to reflect other symptoms and the degree of disability 
caused to the person. 
 

● Mild: An average of 1–3 episodes of inappropriate compensatory behaviors per week. 
● Moderate: An average of 4–7 episodes of inappropriate compensatory behaviors per week. 
● Severe: An average of 8–13 episodes of inappropriate compensatory behaviors per week. 
● Extreme: An average of 14 or more episodes of inappropriate compensatory behaviors per week. 

 

Pica 
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Pica is an eating disorder that involves a person eating things that they really shouldn’t be eating. Typical 
non-food things a person might eat when diagnosed with pica include: wool, talcum powder, paint, cloth or 
clothing, hair, dirt or pebbles, paper, gum, soap, and ice. Pica does not include someone who ingests diet foods 
or drinks that have no or minimal nutritional value. 
 
Generally pica is not diagnosed in children younger than 2 years old, because many infants will attempt to eat 
things that are not edible as a part of normal childhood development. Sometimes pica might be diagnosed in 
conjunction with another mental disorder diagnosis (such as in autism or schizophrenia). If pica is the focus of 
clinical attention during treatment in addition to another mental health concern, it should generally also be 
diagnosed. 
 

Symptoms of Pica 
Pica symptoms include: 

● Persistent eating of non-nutritive substances for a period of at least 1 month. 
● The eating of non-nutritive substances is inappropriate to the person’s developmental level. For 

instance, a 12 year old eating dirt would generally be considered inappropriate, while it would be 
appropriate for a 5 year old. 

● The eating behavior is not part of a culturally-sanctioned practice or a part of a community’s 
social norms. 

● If the eating behavior occurs exclusively during the course of another mental disorder (e.g., 
autism, schizophrenia, or obsessive-compulsive disorder) or medical condition (such as 
pregnancy), it is sufficiently severe to warrant independent clinical attention. 

 

Diagnosis & Course of Pica 
Pica is generally diagnosed by a mental health specialist or pediatrician. It most often occurs in childhood, but 
can occur and be diagnosed at any point during a person’s lifetime. It is not uncommon for a woman who is 
pregnant to have non-food cravings, but unless it is a very severe and persistent problem, it generally is not 
diagnosed. It is generally only diagnosed when the behavior may result in increased medical risks to the 
individual, since many substances can be physically harmful. When left untreated, the course of the disorder 
may be lengthy (e.g., years). 
 
Grohol, J. (2017). Eating Disorders. Psych Central. Retrieved on March 28, 2018, from 
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Insomnia Disorder Symptoms 

The predominant complaint in insomnia disorder is difficulty initiating or 

maintaining sleep, or nonrestorative sleep, occurring at least 3 nights per week 

for at least 3 months, despite adequate opportunity for sleep. 

 

The sleep disturbance (or associated daytime fatigue) causes clinically significant distress or 

impairment in social, occupational, or other important areas of functioning. 

 

The sleep disturbance does not occur exclusively during the course of another, more predominant, 

sleep disorder, such as narcolepsy, breathing-related sleep disorder, circadian rhythm sleep disorder, 

or a parasomnia. 

 

The insomnia is not attributable to the physiological effects of a substance (e.g., a drug of abuse, a 

medication). However, insomnia can occur alongside or as a result of a coexisting mental (e.g., major 

depressive disorder) or medical condition (e.g., pain) as long as the insomnia is significant enough to 

warrant its own clinical attention and treatment. For instance, insomnia may also manifest as a 

clinical feature of a more predominant mental disorder. 

 

Persistent insomnia may be a risk factor for depression and is a common residual symptom after 

treatment for this condition. 

 

With comorbid insomnia and a mental disorder, treatment may also need to target both conditions. 

Given these different courses, it is often impossible to establish the precise nature of the relationship 

between these clinical entities, and this relationship may change over time. Therefore it is not 

necessary to make a causal attribution between the two conditions. 

● Episodic insomnia refers to when symptoms last at least 1 month but less than 3 
months. 

● Persistent insomnia refers to chronic insomnia lasting 3 months or longer. 
● Recurrent insomnia refers to repeated episodes (1-3 month duration) of insomnia 

within the course of a year. 
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Narcolepsy Symptoms 
The essential features of sleepiness in narcolepsy is irresistible attacks of refreshing sleep that 

occur almost daily (at least 3x per week) over at least 3 months. Narcolepsy generally produces 

cataplexy, which most commonly presents as brief episodes (seconds to minutes) of sudden, 

bilateral loss of muscle tone precipitated by emotions, typically laughing and joking. Muscles 

affected may include those of the neck, jaw, arms, legs, or whole body, resulting in head bobbing, jaw dropping, or 

complete falls. Individuals are awake and aware during cataplexy. 

Narcolepsy-cataplexy affects 0.02%–0.04% of the general population in most countries. Narcolepsy affects both 

genders, with possibly a slightly greater prevalence in males. In 90% of cases, the first symptom to manifest is 

sleepiness or increased sleep, followed by cataplexy (within 1 year in 50% of cases, within 3 years in 85%). 

Onset is typically in children and adolescents/young adults but rarely in older adults. Two peaks of onset are 

generally seen, at ages 15–25 years and ages 30–35 years. Onset can be abrupt or progressive (over years). It is most 

severe when it occurs abruptly in children. Illustratively, sleep paralysis usually develops around puberty in children 

who have prepubertal onset. Since 2009, clinicians have observed greater rates of abrupt onset in young children 

who are obese and likely to experience premature puberty. In adolescents, onset is more difficult to pinpoint. Onset 

in adults is often unclear, with some individuals reporting having had excessive sleepiness since birth. Once the 

disorder has manifested, the course is persistent and lifelong. 

Sleepiness, vivid dreaming, and excessive movements during REM sleep are early symptoms. Excessive sleep 

rapidly progressing to an inability to stay awake during the day is indicative of its progression. Within 6 months of 

onset, spontaneous grimaces or jaw-opening episodes with tongue thrusting (often a precursor of later developing 

cataplexy) is a common symptom in individuals with this disorder.  Exacerbation of symptoms suggest lack of 

compliance with medications or development of a concurrent sleep disorder, notably sleep apnea. Some medication 

treatments are helpful and can lead to the disappearance of cataplexy. 

The specific symptoms in the DSM-5 requires presence of recurrent periods of an irrepressible need to sleep, lapsing 

into sleep, or napping occurring within the same day (3x per week over the past 3 months) (Criteria A) PLUS at least 

one of the following Criterion B symptoms: 

1. Cataplexy (i.e., brief episodes of sudden bilateral loss of muscle tone, most often associated with 
intense emotion) 

2. Hypocretin deficiency, as measured using cerebrospinal fluid (CSF) 
○ Laboratory test results must reveal hypocretin-1 immunoreactivity values of less than or equal 

to one-third of values obtained in healthy subjects (or less than or equal to 110 pg/mL). 
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3. Results of a formal sleep study (nocturnal sleep polysomnography) conducted by a medical 
professional showing abnormal rapid eye movement (REM) sleep latency (e.g., ≤ 15 minutes). This 
manifests as recurrent intrusions of elements of rapid eye movement (REM) sleep into the transition 
between sleep and wakefulness, as manifested by either hypnopompic or hypnagogic hallucinations 
or sleep paralysis at the beginning or end of sleep episodes 

The severity of the disorder depends on the frequency of cataplexy or response to medication treatment. Mild 

narcolepsy indicates infrequent cataplexy (less than once per week), need for naps only once or twice per day, and 

less disturbed nocturnal sleep; Moderate indicates cataplexy once daily or every few days, disturbed nocturnal sleep, 

and need for multiple naps daily; and severe as drug-resistant cataplexy with multiple attacks daily, nearly constant 

sleepiness, and disturbed nocturnal sleep (i.e., movements, insomnia, and vivid dreaming). 

Subtypes of Narcolepsy 

● 347.00 
○ Narcolepsy without cataplexy but with hypocretin deficiency – most common 

○ Autosomal dominant cerebellar ataxia, deafness, and narcolepsy – caused by a DNA mutations and is 

characterized by later age of onset (e.g., 40 years old) deafness, cerebellar ataxia, and eventually dementia 

○ Autosomal dominant narcolepsy, obesity, and type 2 diabetes (narcolepsy, obesity, and type 2 diabetes and low 

CSF hypocretin-1 levels have been described in rare cases and are associated with a glycoprotein gene mutation) 

● 347.01 
○ Narcolepsy with cataplexy but without hypocretin deficiency – rare subtype, seen in less than 5% of narcolepsy 

cases 

● 347.10 
○ Narcolepsy secondary to another medical condition – narcolepsy develops secondary to an infectious disease 

(Whipple’s disease, sarcoidosis), or alternatively, to a traumatic or tumor induced medical condition responsible 

for destroying hypocretin neurons. For this subtype, a clinician would first code the underlying medical condition 

(e.g., 040.2 Whipple’s disease; 347.10 narcolepsy secondary to Whipple’s disease). 

Bressert, S. (2017). Narcolepsy Symptoms. Psych Central. Retrieved on March 28, 2018, from 
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Obsessive-Compulsive Disorder 
Obsessive-compulsive disorder is a mental disorder whose main symptoms include obsessions 

and compulsions, driving the person to engage in unwanted, oftentimes distress behaviors or 

thoughts. It is treated through a combination of psychiatric medications and psychotherapy. 

Obsessive-compulsive disorder (OCD) is an anxiety disorder characterized by recurrent and disturbing thoughts 

(called obsessions) and/or repetitive, ritualized behaviors that the person feels driven to perform (called 

compulsions). Obsessions can also take the form of intrusive images or unwanted impulses. The majority of people 

with OCD have both obsessions and compulsions, but a minority (about 20 percent) have obsessions alone or 

compulsions alone (about 10 percent). 

The person with OCD usually tries to actively dismiss the obsessions or neutralize them by engaging in compulsions 

or avoiding situations that trigger them. In most cases, compulsions serve to alleviate anxiety. However, it is not 

uncommon for the compulsions themselves to cause anxiety — especially when they become very demanding. 

Examples of Obsessions 

Common types of obsessions include concerns with contamination (e.g., fear of dirt, germs or illness), safety/harm (e.g., 

being responsible for a fire), unwanted acts of aggression (e.g., unwanted impulse to harm a loved one), unacceptable 

sexual or religious thoughts (e.g., sacrilegious images of Christ) and the need for symmetry or exactness. 

A hallmark of OCD is that the person recognizes that their thoughts or behaviors are senseless or excessive. 

However, the drive can be so powerful that the person caves in to the compulsion even though they know it makes 

no sense. One woman spent hours each evening sifting through the household trash to ensure that nothing valuable 

was being discarded. When asked what she was looking for, she nervously admitted, “I have no idea, I don’t own 

anything valuable.” 

Some people who have had OCD for a long time may stop resisting their compulsive drives because they feel it’s 

just easier to give in to them. 

Examples of Compulsions 

Common compulsions include excessive cleaning (e.g., ritualized hand washing); checking, ordering, and arranging 

rituals; counting; repeating routine activities (e.g., going in/out of a doorway) and hoarding (e.g., collecting useless 



items). While most compulsions are observable behaviors (e.g., hand washing), some are performed as unobservable 

mental rituals (e.g., silent recitation of nonsense words to vanquish a horrific image). 

Most OCD sufferers have multiple types of obsession and compulsion. Someone with OCD may complain primarily 

of obsessive-compulsive symptoms involving asbestos contamination, but a detailed interview may disclose that 

he/she silently counts floor tiles and hoards junk mail. 

OCD Symptoms 
According to the American Psychiatric Association (2013), OCD is characterized by a combination of obsessions 

and/or compulsions in most people. Obsessions are persistent thoughts or urges that a person experiences that are 

strange, intrusive, and not wanted. An obsession isn’t simply worrying about something a lot — it is overwhelming 

and constant. Attempts to stop the thoughts are usually unsuccessful. Some people find the only way to put the 

thought to bed is to engage in a compulsion. 

A compulsion is a repetitive kind of behavior — like counting or hand-washing — that a person feels like they must 

perform in order to prevent something bad from happening, or to stop an obsessive thought. The compulsions are 

aimed at reducing anxiety and the associated feelings of distress that accompany obsessions. 

Causes & Diagnosis 
Researchers aren’t clear on what causes obsessive-compulsive disorder. Although written about for hundreds of 

years, we are only now starting to understand some of the underlying brain structures and possible risk factors that 

make a person more susceptible to being diagnosed with OCD. No single factor is likely to blame. Rather, a complex 

combination of factors likely contributes to a person being more likely to be diagnosed with this condition. 

OCD, like most mental disorders, is best diagnosed by a specialist — a mental health professional such as a 

psychologist, psychiatrist, or clinical social worker. While a family physician or general practitioner may offer a 

preliminary diagnosis, only a mental health specialist offers the experience and skills necessary to diagnose this 

condition reliably. 
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Treatment for OCD 
According to the National Institute of Mental Health, there are a variety of effective treatment strategies 

professionals employ to help a person with OCD. Typically these strategies include a comprehensive treatment plan 

that focuses on weekly individual psychotherapy, along with certain types of psychiatric medications (if 

appropriate). 

Specific types of therapy used to treat this condition include cognitive-behavioral and behavioral techniques, such as 

Exposure and Response Prevention (EX/RP) therapy. Based upon decades’ worth of research, these techniques are 

highly effective in helping to eradicate the problematic behaviors and thoughts associated with OCD. Many people 

who try one of these types of therapy will find relief from their symptoms within 6 months to a year. 

Living With & Managing OCD 
A person who has chronic OCD may find that there are some symptoms they may have to get used to living with. 

Just like the main character in the movie classic, “What About Bob?”, there are people who can keep most of their 

symptoms under control with a combination treatment approach of psychotherapy and medication. But living with 

the condition presents its own unique set of challenges. 

Getting Help 
Help for this condition is just a click or two away. You may find it helpful, for instance, to begin your journey in 

talking to others who have this condition. One such safe and supportive environment is our Join Our online OCD 

support group. 

People who have family members or spouses may also benefit from reading about OCD and Spouses. Additional 

OCD resources may be found in our OCD library or in the stories about OCD on The Mighty. 
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National Institute of Mental Health. (2018). Obsessive-compulsive Disorder. 
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Panic Attack Symptoms 

A panic attack is a discrete period of intense fear or discomfort emerging from either 

a calm or anxious state, in which four (or more) of the following symptoms develop 

abruptly and reach a peak within 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 
● 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 heat sensations 

Panic attacks often occur in people who are diagnosed with panic disorder. 

Panic attack is not considered a stand-alone mental disorder and so cannot be coded as a diagnosis. 

Because they represent a constellation of co-occurring symptoms that tend to arise together in certain 

contexts, disorders, and patients (i.e., those with anxious distress), a panic attack is seen by clinicians 

as clinically important to document. Panic attacks can occur in the context of any anxietydisorder as 

well as other mental disorders (e.g., depressive disorders, post-traumatic stress disorder, substance 

use disorders) and some medical conditions (e.g., cardiac, respiratory, vestibular, gastrointestinal). 

When the presence of a panic attack is identified, it is noted as a specifier to another diagnosis (e.g., a 

clinician will document, “post-traumatic stress disorder with panic attacks”). For panic disorder, the 

presence of panic attack is contained within the criteria for the disorder, and therefore, panic attack is 

not used as a specifier to prevent redundancy. 

Certain culture-specific symptoms (e.g., tinnitus, neck soreness, headache, uncontrollable screaming 

or crying) are not linked to panic attacks and should not count as one of the four required symptoms. 

Medina, J. (2017). Panic Attack Symptoms. Psych Central. Retrieved on March 28, 2018, from 
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Posttraumatic Stress Disorder (PTSD) 
What is PTSD? 
Post-traumatic stress disorder (PTSD) is a debilitating mental disorder that can occur when a 

person has directly experienced — or even just witnessed — an extremely traumatic, tragic, or 

terrifying event. People with PTSD usually have persistent frightening thoughts and memories 

of their ordeal and feel emotionally numb, especially with people they were once close to. 

Posttraumatic stress disorder, once referred to as “shell shock” or battle fatigue, was first brought to public attention 

by war veterans after the Civil War in the United States (and internationally, after World War I), but it can result 

from any number of traumatic incidents other than wartime. These include kidnapping, serious accidents such as car 

or train wrecks, natural disasters such as floods or earthquakes, violent attacks such as a mugging, rape, or torture, or 

being held captive. The event that triggers it may be something that threatened the person’s life or the life of 

someone close to him or her. Or the event could be something witnessed, such as the destruction after a plane crash. 

Most people with post-traumatic stress disorder repeatedly re-live the trauma in the form of nightmares and 

disturbing recollections — called flashbacks — during the day. The nightmares or recollections may come and go, 

and a person may be free of them for weeks at a time, and then experience them daily for no particular reason. 

PTSD can occur at any age, including childhood. The disorder can be accompanied by depression, substance abuse, 

or anxiety. Symptoms may be mild or severe — people may become easily irritated or have violent outbursts. In 

severe cases, they may have trouble working or socializing. In general, the symptoms seem to be worse if the event 

that triggered them was initiated by a person — such as a murder, as opposed to a flood. 

Symptoms 
According to the American Psychiatric Association (2013), posttraumatic stress disorder involves five main 

components: experiencing a traumatic event, re-experiencing the event, engaging in avoidance, suffering from these 

experiences, and an increase in arousal symptoms (e.g., feeling “on edge” all the time). 

The primary symptoms of PTSD revolve around experiencing a traumatic event — either directly, by witnessing it, 

or indirectly (by knowing someone who experienced it). The traumatic event must either involve death, serious 

injury, and/or sexual violence. 
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PTSD also involves a constant re-experiencing of the event, or intrusive thoughts or memories of the event. Many 

people with this condition experience nightmares and flashbacks of the event. They will often be more emotional or 

upset upon the anniversary of the event, or being reminded of it. 

People diagnosed with PTSD also engage in avoidance of any types of feelings, people, or situations associated with 

the traumatic event. They experience significant problems in their everyday life due to these symptoms, such as 

having problems with remembering things, having a distorted sense of blame, being stuck in a cycle of negative 

emotions, and feeling detached, disconnected or isolated from others. 

Finally, a person with PTSD feels “on edge” much of the time, resulting in increased irritability, difficulty with sleep 

and concentration. 

Causes & Diagnosis 
Researchers from the National Institute of Mental Health and other institutions still are not certain what causes PTSD 

in some people who witness or experience a traumatic event, but not others. There may be a set of pre-existing risk 

factors that make a person more likely to be diagnosed. This factors include: experiencing a significant childhood 

loss, having poor self-esteem, experiencing previous trauma, experiencing previous abusive or traumatic situations 

that couldn’t be escaped or left, having previous mental health concerns or a history of mental illness in the family, 

or having a history of substance abuse. 

Posttraumatic stress disorder, like most mental disorders, is best diagnosed by a specialist in mental health — such as 

a psychologist, psychiatrist, or clinical social worker. While a family physician or general practitioner may offer a 

preliminary diagnosis, only a mental health professional offers the experience and skills necessary to diagnose this 

condition reliably. 

Treatment for PTSD 
PTSD can be successfully treated, usually with a combination of psychotherapy and medications (for specific 

symptom relief, e.g., the common accompanying depressive feelings). People with PTSD should seek out treatment 

with a mental health professional — such as a psychologist or therapist — who has specific experience and 

background in the treatment of post-traumatic stress disorder. 

Most treatment for PTSD is focused on a type of psychotherapy called trauma therapy. Trauma therapy is typically 

divided into three primary phases: safety, reviewing trauma memories, and helping the person integrate their new 
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skills and knowledge into their everyday life. This can be done through a combination of exposure, relaxation 

techniques, EMDR, and body work (or somatic therapies). 

Psychotherapy for PTSD is a complex process, but it isn’t necessarily time-consuming. Most people who receive 

therapy treatment do so once a week in individual, face-to-face sessions with a trained therapist who has experience 

treating trauma disorders. Some people also benefit from group therapy, or attending a regular support group. In 

most cases, the symptoms associated with this condition decrease over time with treatment. Depending upon the 

severity of the symptoms, many people will enjoy symptom relief within a few months and significant recovery 

within a year or two. 

Living With & Managing PTSD 
People who live with post-traumatic stress disorder may feel like they are fighting an everyday battle with their 

memories. It is not an easy condition to live with, as a person works through their treatment plan with mental health 

professionals. 

Management of PTSD is best done with a comprehensive approach. Active treatment through psychotherapy and 

medication (if needed) can be supplemented by support groups and community support. If a person with PTSD has a 

partner, couples counseling may benefit the relationship, so their partner can better understand and learn how to cope 

with the symptoms associated with this condition. 

Getting Help 
Peer support is a great way to supplement your regular treatment with emotional support and information from others 

who also suffer from post-traumatic stress disorder. Here are some additional support resources and ways to get help 

that may be beneficial for someone suffering from this condition. 

 

American Psychiatric Association. (2013). Diagnostic and statistical manual of mental disorders: Fifth edition. Arlington, VA. 

National Center for PTSD. (2018). DSM 5 Criteria for PTSD. Retrieved on February 20, 2018. 
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Schizophrenia 

Schizophrenia is a mental disorder that is characterized by hallucinations 

(auditory, visual, olfactory, or tactile) and delusions. It is usually treated 

with a combination of antipsychotic medications and psychotherapy. 

What is Schizophrenia? 
Schizophrenia is a serious mental illness characterized by a person experiencing a combination of 

delusions and hallucinations. Because these delusions and hallucinations feel as real as the world 

around them, a person with untreated schizophrenia can sometimes have trouble distinguishing actual 

reality from this altered reality that their brain is telling them. 

In spite of advances in the understanding of its causes, course, and treatment, schizophrenia 

continues to be a condition that has been challenging to researchers, clinicians, and those who suffer 

from it. It is easier for the average person to cope with the idea of cancer than it is to understand the 

odd behavior, hallucinations, or strange ideas of the person with this condition. People with 

schizophrenia suffer from some of the most prejudice, stigma, and discrimination associated with any 

mental illness. 

As with most mental disorders, the causes of schizophrenia are still pretty poorly understood. Friends 

and family commonly are shocked, afraid or angry when they learn of the diagnosis. People often 

imagine a person with psychosis as being more violent or out-of-control than a person who has 

another kind of serious mental illness. But these kinds of prejudices and misconceptions can usually 

be readily corrected. 

This disorder is better understood as a mental illness that requires ongoing — most often lifetime — 

treatment. Demystification of the illness, along with recent insights from neuroscience and 

neuropsychology, gives new hope for finding more effective treatments for an illness that previously 

carried a grave prognosis. 

Schizophrenia is characterized by a broad range of unusual behaviors that cause profound disruption 

in the lives of people suffering from the condition, as well as in the lives of the people around them. 



This condition can strike anyone without regard to gender, race, social class, or culture and is 

typically first diagnosed in a person’s 20s. 

According to Simeone et al. (2015) the 12-month prevalence rate of schizophrenia is 0.33 percent 

(with a range of between 0.26 – 0.51 percent). The median estimate of lifetime prevalence is 0.48 

percent (with a range of between 0.34 – 0.85 percent). The American Psychiatric Association (2013) 

places the lifetime prevalence rate of schizophrenia to “be approximately 0.3% – 0.7%”. 

Symptoms of Schizophrenia 
The symptoms of this condition are fairly easy to recognize, because they stand out so distinctly from 

a person’s usual behavior. In order for a diagnosis to be made, the person must suffer from two more 

of the following for at least one month: 

● Delusions 
● Hallucinations 
● Incoherent speech or speech that quickly switches topics with little continuity 
● Problems in their behavior, such as inexplicable agitation or silliness, to catatonic 

behavior 
● Negative symptoms characterized by a lack of any emotional expression and/or a lack 

of purposeful activity (e.g., just sitting with no interest in going to work, school, or 
engaging in any activities) 

Delusions are fixed beliefs that don’t change, even when the person is given evidence their beliefs 

are not based in reality. People can have a variety of delusions, ranging from persecutory (“people 

are going to harm me”) and referential (“people are sending me secret signals”) to grandiose (“I am 

wealthy and famous and known around the world”), erotomanic (“I know that person is in love with 

me”), nihilistic (“the end of the world is coming!”), and somatic (“my liver can transform any poison 

into a harmless substance”). Delusions may also be considered bizarre if they have no connection to 

reality in the same kind of culture the person was raised in. 

Hallucinations, according to the American Psychiatric Association (2013), are experiencing 

something in one’s perception, but without the necessary external stimuli being available — like 



seeing something that isn’t really there. These unreal perceptions can occur in any of a person’s 

senses, but most often occur as auditory hallucinations. 

Causes & Diagnosis 
Schizophrenia has been a condition that has puzzled researchers for decades in trying to unravel its 

mysteries. It is one of the most-studied types of mental illness, both to try and better understand its 

causes and to create more effective treatments. 

Schizophrenia tends to run in families, pointing to potential genetic, biological, and developmental 

risk factors. Like most types of mental illness, the causes of this condition are likely complex and 

multi-faceted, and today at least, not well understood. The neurotransmitters most implicated by 

research include dopamine, serotonin, glutamate, and GABA acetylcholine (Janicak et al., 2014). 

Genetic copy number variants also appear to be important in our understanding of the causes of this 

condition. Certain types of chromosomal abnormalities involving deletions or duplications appear to 

create a greater risk for a person developing this condition. 

Schizophrenia is most often formally diagnosed by a mental health specialist, such as a psychiatrist, 

psychological, or clinical social worker. The diagnosis is usually made in a person’s early adulthood, 

when the person experiences their first psychotic episode that most often includes bizarre delusions 

or hallucinations. 

Schizophrenia Treatment 
There are many successful treatments available for schizophrenia, focusing on a set of antipsychotic 

medications and finding the right ones with the right balance. Because each person reacts to different 

psychiatric medications in a different way, it’s usually important for someone with this condition to 

work closely with a psychiatrist with experience in treating schizophrenia. 

In addition to medications, many people with schizophrenia also benefit from some form of 

psychotherapy or social support treatment. There are a variety of other treatments for schizophrenia 

that may be helpful. Finding and following daily routines can be helpful for an individual grappling 
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with this disorder, and getting support from friends and family can be an important component in 

recovery. 

While schizophrenia is treatable, relapses can and do occur. A person with schizophrenia is generally 

maintained on treatment throughout most of their adult life. 

Living With & Managing Schizophrenia 
There is much that goes into living with schizophrenia, as it can be a difficult condition to manage. 

Professionals usually seek to help keep individuals out of the hospital and prevent a future psychotic 

episode or relapse. Some people turn to substance abuse in order to help quell the symptoms of this 

disorder. 

Acknowledging the condition for what it is, finding appropriate treatment, and then sticking to that 

treatment plan can be helpful. But a person with this diagnosis may have difficulty understanding 

that they are affected and may need the help and support of family members to get into an effective 

treatment program. They may also need such support long-term to stay on treatment and find 

additional social and occupational resources to help their recovery be successful. Maintaining daily 

routines is one important key to many people’s success with this condition over the long term. 

Helping Someone with Schizophrenia 
A person with schizophrenia has unique challenges throughout their life. They can often benefit from 

the support and encouragement of friends and family, who understand that the symptoms of the 

disorder don’t diminish the unique personality and strengths of the individual. People with 

schizophrenia need such support just as much as someone dealing with diabetes or cancer. But far too 

often, family members and friends are afraid of people with this condition, because the symptoms 

can be difficult to comprehend and make sense of. 

Knowledge and education can go a long ways in helping people understand that schizophrenia, while 

unique, also shares a lot in common with other mental disorders. Most importantly, the person 
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suffering from it needs our support and empathy in not only getting treatment initially, but 

throughout their lifetime. 

Getting Help 
There are effective treatments available, but the first step in seeking help is often the hardest. Many 

times a person with schizophrenia doesn’t feel like anything is wrong — they don’t recognize their 

own behaviors or thoughts as being bizarre or seemingly out of the ordinary. Often a family member 

will work to help find treatment for the person who is suffering. This can be a difficult and process 

fraught with challenges, however, since a person needs to consent to treatment (unless they are an 

imminent threat of harm to themselves or others). 

Many people find it helpful to start with a mental health specialist to begin the process. Such 

professionals are trained to recognize the symptoms of schizophrenia and make an accurate 

diagnosis, ruling out other possible diagnoses or problems that may be causing the symptoms. You 

can check out our online support group, or review other online resources available for this disorder. 
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Sleepwalking & Sleep Terror (Non-REM Sleep 
Arousal) Disorder Symptoms 
 
Non rapid eye movement (REM) sleep arousal disorder describes episodes of 

incomplete awakening from sleep and can involve either sleepwalking or night 

terrors. 

Sleepwalking: rising from bed during sleep and walking about, usually occurring during the first 

third of the major sleep episode. While sleepwalking, the person has a blank, staring face, is 

relatively unresponsive to the efforts of others to communicate with him or her, and can be awakened 

only with great difficulty. On awakening (either from the sleepwalking episode or the next morning), 

the person has amnesia for the episode (i.e., doesn’t remember its occurrence). 

Within several minutes after awakening from the sleepwalking episode, there is no impairment of 

mental activity or behavior (although there may initially be a short period of confusion or 

disorientation). 

Sleep terrors: Recurrent episodes of abrupt physiological arousal that partially awaken the person in 

a state of fear, and usually beginning with a panicky scream. The intense fear during each episode is 

accompanied with symptoms of autonomic arousal, such as mydriasis, tachycardia, rapid breathing, 

and sweating. There is relative unresponsiveness to efforts of others to comfort the individual during 

the episodes. 

The sleep disturbance causes clinically significant distress or impairment in social, occupational, or 

other important areas of functioning. 

The disturbance is not due to the direct physiological effects of a substance (e.g., a drug of abuse, a 

medication) or a general medical condition. 

Bressert, S. (2017). Sleepwalking & Sleep Terror (Non-REM Sleep Arousal) Disorder Symptoms. Psych Central. 
Retrieved on March 28, 2018, from https://psychcentral.com/disorders/sleepwalking-disorder-symptoms/ 
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Social Anxiety Disorder Symptoms 

Social anxiety disorder, also known as social phobia, is an intense fear of becoming extremely 

anxious and possibly humiliated in social situations — specifically of embarrassing yourself in 

front of other people. 

A person who suffers from social anxiety tends to think that other people are far better at public speaking, or hanging 

out in a social situation and mingling with others at a party. The person tends to focus on every little small mistake 

they do in a social situation, and exaggerate them out of proportion. 

Simply blushing may seem painfully embarrassing to a person with a social phobia, and they may feel as though all 

eyes are focused on them. 

Some people with social anxiety have specific fears, such as public speaking or needing to talk to their boss about a 

concern at work. Other times, the fears may be more generalized — such as a fear of any social situation whatsoever, 

especially those involving strangers. 

Some people confuse shyness with social anxiety. 

In some rare instances, social anxiety may involve a fear of using a public restroom, eating out, or talking on the 

phone when others are present. 

Social anxiety disorder is not shyness, although sometimes people mistake the two. While shy people may be uneasy 

around others, they generally don’t experience the same kinds of extreme anxiety someone with a social phobia does. 

Additionally, shy people generally do not engage in the extreme avoidance of social situations that a person with 

social anxiety does. 

People with social anxiety may not be shy at all. They can be completely at ease with people most of the time, but 

particular situations, such as walking down an aisle in public or making a speech, can give them intense anxiety. 

Social phobia disrupts normal life, interfering with career or social relationships. For example, a worker can turn 

down a job promotion because he can’t give public presentations. The dread of a social event can begin weeks in 

advance, and symptoms can be quite debilitating. 

Most people with social phobia are well aware that their feelings are extreme and irrational. Still, they experience a 

great deal of dread before facing the feared situation, and they may go out of their way to avoid it. Even if they 
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manage to confront what they fear, they usually feel very anxious beforehand and are intensely uncomfortable 

throughout. Afterwards, the unpleasant feelings may linger, as they worry about how they may have been judged or 

what others may have thought or observed about them. 

Specific Symptoms of Social Anxiety 

Social anxiety disorder is characterized by the presence of all of the following symptoms: 

● A significant 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. 

● According to DSM-5, a diagnosis can also be given if the fear occurs exclusively in the context of 
social performance situations. 

● Exposure to the feared social situation almost invariably provokes anxiety, which may take the form 
of a situationally-bound or situationally-predisposed panic attack. Note: In children, the anxiety may 
be expressed by crying, tantrums, freezing, or shrinking from social situations with unfamiliar 
people. 

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

● The feared social or performance situations are avoided or else are endured with intense anxiety or 
distress. 

● The avoidance, anxious anticipation, or distress in the feared social or performance situation(s) 
interferes significantly with the person’s normal routine, occupational (academic) functioning, or 
social activities or relationships, or there is marked distress about having the phobia. 

● In individuals under age 18 years, the duration is at least 6 months. 
● The fear or avoidance is not due to the direct physiological effects of a substance (e.g., a drug of 

abuse, a medication) or a general medical condition and is not better accounted for by another mental 
disorder. 

● If a general medical condition or another mental disorder is present, the fear in the first criteria is 
unrelated to it, e.g., the fear is not of stuttering, trembling in Parkinson’s disease, or exhibiting 
abnormal eating behavior in anorexia nervosa or bulimia nervosa. 

Medina, J. (2017). Social Anxiety Disorder Symptoms. Psych Central. Retrieved on March 28, 2018, from 
https://psychcentral.com/disorders/anxiety/social-anxiety-disorder-symptoms/ 
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Tourette’s Disorder Symptoms 

The essential features of Tourette’s disorder are multiple motor tics and one or 

more vocal tics, expressing themselves many times a day for at least 1 year. These 

may appear simultaneously or at different periods during the illness. 

The anatomical location, number, frequency, complexity, and severity of the tics change over time. 

The tics typically involve the head and, frequently, other parts of the body, such as the torso and 

upper and lower limbs. The vocal tics include various words or sounds such as clicks, grunts, yelps, 

barks, sniffs, snorts, and coughs. 

Coprolalia, a complex vocal tic involving the uttering of obscenities, is present in a few individuals 

(less than 10%) with this disorder. 

Complex motor tics involving touching, squatting, deep knee bends, retracing steps, and twirling 

when walking may be present. In approximately one-half the individuals with this disorder, the first 

symptoms to appear are bouts of a single tic; most frequently, eye blinking; less frequently, tics 

involving another part of the face or the body. Initial symptoms can also include tongue protrusion, 

squatting, sniffing, hopping, skipping, throat clearing, stuttering, uttering sounds or words, and 

coprolalia. The other cases begin with multiple symptoms. 

Specific Symptoms of Tourette’s Disorder 
● Both multiple motor and one or more vocal tics have been present at some time 

during the illness, although not necessarily concurrently. (A tic is a sudden, rapid, 
recurrent, nonrhythmic, stereotyped motor movement or vocalization.) 

● The tics occur many times a day (usually in bouts) nearly every day or intermittently 
throughout a period of more than 1 year, and during this period there was never a 
tic-free period of more than 3 consecutive months. 

● The disturbance causes marked distress or significant impairment in social, 
occupational, or other important areas of functioning. 

● The onset is before age 18 years. 
● The disturbance is not due to the direct physiological effects of a substance (e.g., 

stimulants) or a general medical condition (e.g., Huntington’s disease or postviral 
encephalitis). 

Bressert, S. (2017). Tourette’s Disorder Symptoms. Psych Central. Retrieved on March 28, 2018, from 
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