
Mechanisms of Human Disease 
Anxiety Disorders 
 
Slide 1: Fear vs anxiety 
 
-”Anxiety is a generalized response to an unknown threat or internal conflict, whereas fear is 
focused on known external danger.” [1] 
 
-“...At the heart of this structure [of anxiety] is a sense of uncontrollability focused largely on 
possible future threats, danger, or other upcoming potentially negative events, in contrast to 
fear, where the danger is present and imminent.” [2] 
 
[1] Craig KJ., Brown KJ., Baum A. Environmental factors in the etiology of anxiety. In: Bloom 
FE, Kupfer DJ, eds. Psychopharmacology: the Fourth Generation of Progress. New York, NY: 
Raven Press; 1995:1325–1339. 
[2] Barlow DH. Unraveling the mysteries of anxiety and its disorders from the perspective of 
emotion theory. Am Psychol. 2000;55:1247–1263. 
 
Slide 2: Normative vs pathological anxiety 
 
-Consider a situation in which anxiety was helpful to you 
-Use the example of the anticipation of a test which propels you to study in order to do well 
 
-What separates this type of normative anxiety from a pathologic anxiety? 
 -Erroneous appraisal of a situation 
 Plus 
 -Excessive or inappropriate response to it 
 
-What’s the role of the clinician? 
-The clinician’s job is, in part, to evaluate an anxiety-provoking situation, as presented through 
the lens of a patient’s experience, and determine whether their understanding of the danger of 
the situation is normative or reasonable, and whether their response is in proportion to the 
danger presented. 
-Specific guidelines related to diagnoses of anxiety disorders, when combined with clinical 
experience, help to standardize what could otherwise be a very subjective process. 
 
Slide 3: The Anatomic Basis of Pathological Anxiety 
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-The Thalamus receives external stimuli, then projects to the Amygdala 
-The information is processed by the amygdala and transmitted to the Locus Coeruleus, a 
concentration of norepinephrine-producing neurons with projections to many cortical and 
subcortical structures [3] 
-These include the hypothalamus, thalamus, hippocampus, prefrontal cortex, and projections 
back to the amygdala, along with other structures involved in autonomic activation 
-The Locus Coeruleus also receives visceral stimuli from the Nucleus Tractus Solitarius, which 
are combined with external stimuli for the overall response. 
 
[3] Sullivan et al. The noradrenergic system in pathological anxiety: a focus on panic with 
relevance to generalized anxiety and phobias. Biological Psychiatry, Volume 46, Issue 9, 
1999, 1205-1218. 
 
Slide 5: The Physical Manifestations of Anxiety 
-Here’s a typical review of systems that you can associate with an anxious patient 
-Note that while these findings have varying sensitivities, they all have poor specificity, usually 
leading anxiety to be one diagnosis considered among many. 
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-Constitutional: diaphoresis, restlessness, fatigue 
-HEENT: dry mouth, mydriasis 
-Cardiac: palpitations, chest pain or tightness, tachycardia, hypertension 
-Pulmonary: dyspnea without hypoxemia, hyperventilation 
-GI: nausea, vomiting, diarrhea, anorexia, abdominal pain 
-GU: sexual dysfunction, increased urinary frequency 
-MSK: muscle tension, muscle cramps, weakness 
-Integ: flushing, pallor 
-Neuro: lightheadedness, dizziness, vertigo, forgetfulness, tremors, paresthesias, hyperreflexia 
 
Slide 6: The Neurotransmitters of Anxiety 
 
-It’s important to note that these neurotransmitter interactions are quite complex, often based on 
animal research models, and there’s a significant degree of conjecture. The definitions below 
are simplifications, to a degree, that will suffice for the scope of this lecture. 
 
-Norepinephrine: several animal models have demonstrated an increase in norepi release in 
stress an anxiety states, particularly in the LC, Amygdala, and Hypothalamus [4] 
-Serotonin: due to a wide variability in receptor subtypes and locations, serotonin has been 
implicated in both anxiety-provoking and anxiolytic effects, which correlates with its function as a 
key homeostatic neurotransmitter. [5] 
-GABA: the most abundant inhibitory neurotransmitter in the brain and target of several 
anxiolytic drugs [6] 
-Examples include gabapentin (a side effect of a drug used chiefly for neuropathic pain) and the 
benzodiazepines (used for short-term anxiolysis and alcohol withdrawal), through activity at the 
GABA-benzodiazepine receptor 
-Corticotropin-releasing hormone: leads to the release of ACTH and eventually cortisol via the 
hypothalamic-pituitary axis [7] 
-Glutamate: an excitatory neurotransmitter, one of several excitatory presynaptic amino acids 
 
 
 
 
[4] Tanaka M., Yoshida M., Emoto H., Ishii H. Noradrenaline systems in the hypothalamus, 
amygdala and locus coeruleus are involved in the provocation of anxiety: basic studies. Eur J 
Pharmacol. 2000;405:397–406. 
[5] Bagdy G. Serotonin, anxiety, and stress hormones. Focus on 5-HT receptor subtypes, 
species and gender differences. Ann N Y Acad Sci. 1998;851:357–363. 
[6] Nutt DJ., Malizia AL. New insights into the role of the GABA(A)-benzodiazepine receptor in 
psychiatric disorder. Br J Psychiatry. 2001;179:390–396. 
[7] Dunn AJ., Berridge CW. Physiological and behavioral responses to corticotropin-releasing 
factor administration: is CRF a mediator of anxiety or stress responses? Brain Res Brain Res 
Rev. 1990;15:71–100. 
 
Slide 7: Our Diagnostic Categories for this Lecture 
-These are the subtypes of anxiety and associated disorders that we’ll be covering in this 
lecture. Each heading carries multiple disorders, organized by DSM-V category, each of which 
we’ll go over in detail. After the presentation of each disorder, we’ll talk through a prototypical 
patient case presentation of each disorder, and wrap up with some questions you can use to 
make the diagnosis. 
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-Specific treatments are out of the scope of this lecture, and will be covered elsewhere. For 
now, focus on the discriminating features of each diagnosis, and what makes them different 
from other diagnoses in their category. 
-Here are the subtypes of anxiety and related disorders we’ll be covering: 
 
-Anxiety Disorders 
-Obsessive-Compulsive and Related Disorders 
-Trauma and Stressor-related disorders 
-Somatic Symptom and Related Disorders 
-Malingering 
 
Slide 8: Anxiety Disorders 
-These are disorders that present with excessive fear or anxiety, with the provoking situation, 
duration, and response used to discriminate between them 
-These disorders are highly comorbid with one another 
 
-Generalized Anxiety Disorder 
-Panic Disorder 

-Panic attacks 
-Specific Phobias 

-Social Anxiety 
-Agoraphobia 

-Medication-induced anxiety disorder 
-Substance-induced anxiety disorder 
-Anxiety disorder due to a medical condition, with a broad list 
 
Slide 9: Generalized Anxiety Disorder 
-Excessive anxiety and worry that is difficult for the patient to control, occurring more days than 
not for at least 6 months, about a variety of events or activities 
-With three (or more) of the following features present more days than not over the past 6 
months: restlessness or feeling ‘on edge’, being easily fatigued, difficulty concentrating or 
mental blank spots, irritability, muscle tension, and sleep disturbances 
-The anxiety or physical symptoms cause clinically significant distress or impairment in normal 
functioning 
-The disturbance is not due to the physiological effects of a substance (like a medication) or 
another medical condition 
-The disturbance is not better explained by another mental disorder (more on these later) 
 
Slide 10: A case 
-Mr. J is a 45 year old man with a PMH of hypertension who presents with a chief complaint of 
‘stress’. He reports that for the past 9 months, he has been unable to stop thinking about stress 
surrounding his work performance, the health of his children and spouse, and the balances of 
his investment accounts, all of which are actually doing okay. He states that he arrived to this 
appointment two hours early, due to anxiety around being late. He also reports excessive but 
non restorative sleep, up to 10 hours a night, and difficulty focusing on specific tasks due to 
worries about other matters. 
-On examination, he is borderline tachycardic. He jumps when you place your stethoscope for a 
cardiac examination. When you ask whether he feels okay, he snaps at you, and asks “why I’d 
be in a doctor’s office if I were feeling okay”. He apologizes, and says that he’s been ‘difficult’ 
over the past six or seven months. 
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Slide 11: Questions for Mr. J 
These are some questions you could ask in order to clarify the diagnosis 
-A good social history, including use of alcohol or illicit substances 
-Does his irritability extend to situations at home and work? Has it caused issues in his 
relationships with his family and colleagues? 
 
Slide 12: Panic Attacks 
-An independent event that can occur as part of a number of psychiatric and non-psychiatric 
conditions. This is not considered a mental disorder on its own. 
-From a baseline calm OR anxious state, an abrupt surge of intense fear or discomfort that 
reaches a peak within minutes and includes four or more of the following symptoms: 
-Palpitations or a pounding heart 
-Sweating 
-Trembling or shaking 
-Shortness of breath or difficulty taking in a breath 
-A sensation of choking 
-Chest pain or discomfort 
-Nausea or other GI distress 
-Dizziness, light-headedness, or unsteadiness 
-Chills or hot flashes 
-Paresthesias (numbness or tingling, usually in the extremities) 
-Derealization or depersonalization 
-Fear of losing control or ‘going crazy’ 
-Fear of dying 
-This is not an exhaustive list of symptoms. Depending on the patient’s cultural background, 
they may also experience unexpected screaming or crying, tinnitus, specific muscle soreness, 
or headache, in addition to a variety of other symptoms. However, only the list above is used for 
diagnosis 
-Panic attacks are discrete ‘islands’ of intense symptoms, and often peak and subside within 
minutes. 
-They are used as a modifier for other disease states (ex. Generalized anxiety disorder with 
panic attacks) 
-They can be expected, with anticipated triggers or a history of attacks in similar situations, or 
unexpected, without an obvious cue (such as those which wake the patient). 
 
Slide 13: Panic Disorder 
-Recurrent unexpected panic attacks, with symptoms as detailed above 
-At least one of the attacks is followed by 1 month (or more) of one or both of the following: 

-Persistent worry about additional panic attacks or their consequences (ex. ‘going crazy’, 
or having a heart attack) 
-A significant maladaptive change in behavior related to the attacks, such as avoidance 
behaviors, even though the attacks are unexpected by definition 

-The disturbances are not attributable to a substance or other medical condition 
-The disturbances are not better explained by another mental disorder 
 
Slide 14: A case 
-Ms. S is a 30 year old woman with a history of asthma and major depressive disorder who 
presents to your office with a chief complaint of ‘panic attacks’. She states that she was 
demoted from her position at work about a year ago, and every four weeks, right before her 
scheduled ‘catch-up’ meeting with her supervisor, she experiences intense feelings of fear, 
shortness of breath, wheezing, chest tightness, nausea, tremulousness, and hot flashes. She 
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usually takes a dose from her albuterol inhaler, performs some deep breathing exercises, and 
feels better. 
 
-Do you think that this patient is experiencing panic attacks, or has panic disorder? 
 
Slide 15: Questions for Ms. S 
-Do you ever experience these episodes in other settings, outside of the pattern you’ve 
described? 
-Have you changed any of your non-work-related behaviors as a result of these attacks? 
-I think that based on Ms. S’s description of these episodes, she is more likely to have panic 
attacks, possibly associated with her asthma or major depressive disorder. This is because the 
attacks are all expected and precede a similar situation, as opposed to panic disorder, in which 
the attacks are unexpected. 
 
Slide 16: Specific Phobias 
-A marked fear or anxiety about a specific object or situation, termed a Phobic Stimulus (ex. 
Heights, flying, receiving an injection) 
-The phobic object or situation almost always provokes immediate fear or anxiety 
-The phobic object or situation is actively avoided with intense fear or anxiety 
-The fear or anxiety is out of proportion to the actual danger posed by the object or situation 
-The fear, anxiety, or avoidance is persistent, typically lasting for six months or more, and 
causes clinically significant distress or impairment in social, occupational, or other important 
areas of functioning 
-The fear, anxiety, or avoidance is not attributable to a substance, other medical condition, or 
mental disorder 
-Some individuals can pinpoint a reason for the onset of their phobia, while many can’t. An 
inciting incident is not necessary to make the diagnosis. 
 
Slide 17: Social Anxiety Disorder (Social Phobia) 
-Marked fear or anxiety about one or more social situations in which the individual is exposed to 
possible scrutiny by others (ex. Having a conversation, being observed eating or drinking) 
-The individual fears that he or she will act in a way or show anxiety symptoms that will be 
negatively evaluated 
-Highlight the importance of scrutiny from others and their presumed negative evaluations as 
keys to making this diagnosis 
-The social situations almost always provoke fear or anxiety, and are avoided or endured with 
intense fear or anxiety 
-The fear or anxiety is out of proportion to the actual threat posed by the social situation 
-The fear, anxiety, or avoidance is persistent, typically lasting for six months or more, and 
causes clinically significant distress or impairment in social, occupational, or other important 
areas of functioning 
-The fear, anxiety, or avoidance is not attributable to a substance, other medical condition, or 
mental disorder 
 
Slide 18: Agoraphobia 
-Marked fear or anxiety about two (or more) of the following situations: 
 -Using public transportation 
 -Being in open spaces 
 -Being in enclosed spaces 
 -Standing in line or being in a crowd 
 -Being outside of the home alone 
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-The individual fears or avoids these situations because of thoughts that escape might be 
difficult, or help might not be available if they develop panic-like symptoms or other 
incapacitating or embarrassing symptoms 
-The agoraphobic situations almost always provoke fear or anxiety out of proportion to the 
actual danger presented and are actively avoided. They require the presence of a companion, 
and/or are endured with intense fear or anxiety 
-The fear, anxiety, or avoidance is persistent, typically lasting for six months or more, and 
causes clinically significant distress or impairment in social, occupational, or other important 
areas of functioning 
 
Slide 19: A Case 
When working this case, try and determine whether the clinical picture fits more with a specific 
phobia, social phobia, or agoraphobia 
 
Mr. M is a 70 year old male with a history of Parkison’s disease. His symptoms are fairly well-
controlled, but he feels that his tremors have gotten worse over the past year. He notes that he 
has been hiding his hands when out in public, as he feels other people are staring at him, and 
admits that he has been going out less and less, even for activities that he used to enjoy, 
because he doesn’t want to be seen as a ‘sick person’ by strangers. He recently missed his 
granddaughter’s ballet recital, as he felt that his tremors would distract people from the 
performance. 
 
Note that in this case, the fear centers around how Mr. M thinks other people will see him, and 
the judgment he perceives he is receiving on their behalf. This fits much more with a social 
phobia. 
 
Slide 20: A Case 
When working this case, try and determine whether the clinical picture fits more with a specific 
phobia, social phobia, or agoraphobia 
 
Mr. Z is a 72 year old male with a history of Parkinson’s disease. His symptoms are very well-
controlled on medication, though his gait has become slightly more shuffling. He has never 
fallen, and a recent physical therapy evaluation showed excellent function without any 
requirement for assistance or an assistive device like a walker. He reports significant fear, 
developing over the past 9 months, about taking the bus to the grocery store and about being in 
line at the grocery store, because he does not know if he will be able to move in time to get off 
at his stop, or to move forward with the rest of the line at the store. When he thinks about these 
situations he becomes flushed and feels his heartbeat quicken. He has stopped taking the bus 
entirely, and has become reliant on his family to do the shopping for him. He was late to his 
appointment today, as he was waiting in the lobby for another person to be on the elevator with 
him in case he was too slow in getting off at the correct floor. 
 
-In this case, note that while Mr. Z’s functional status is excellent, he has become 
inappropriately fearful of situations that present a difficulty in getting help, or in leaving the 
space in question. This looks to be a case of agoraphobia. 
-How might this case change if Mr. Z’s Parkinson’s symptoms of mobility were very poorly 
controlled? The diagnosis would likely change, as his fears would be much more appropriate 
and proportional to the situation at hand. 
 
Slide 21: Substance or Medication-induced Anxiety Disorder 
-The clinical picture greatly resembles anxiety or panic attacks 
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-The symptoms develop during or soon after substance intoxication or withdrawal OR after 
exposure to a medication that is capable of producing anxiety or panic-like symptoms 
-The disturbance is not better explained by an anxiety disorder that is not substance or 
medication-induced, and symptoms do not persist for a substantial period (~1 month) after 
the cessation of substance or medication use 
-The disturbance causes clinically significant distress or impairment in social, occupational, or 
other important areas of functioning 
 
-Substances include illicits, such as cocaine, phencyclidine, or amphetamine, or non-illicits like 
alcohol and caffeine 
-There are a wide variety of medications associated with this disorder, including 
anticholinergics, thyroid hormone replacement, and corticosteroids, among others 
 
Slide 22: Anxiety Disorder due to a Medical Condition 
-The clinical picture greatly resembles anxiety or panic attacks 
-There is evidence from the history, physical examination, or lab findings that the disturbance is 
the direct pathophysiological consequence of another medical condition 
-The disturbance is not better explained by another mental disorder 
-The disturbance does not occur exclusively during the course of an episode of delirium 
-The disturbance causes clinically significant distress or impairment in social, occupational, or 
other important areas of functioning 
 
-There should be a clear temporal association between the onset, exacerbation, or remission of 
the medical condition and the anxiety symptoms 
-There may be features that are atypical for a primary anxiety disorder (such as age of 
onset) 
-There should be evidence that the condition carries a physiologic mechanism which 
explains the anxiety 
 
-Examples include hyperthyroidism, hypoglycemia, pulmonary embolism, and COPD 
exacerbation, among others 
 
Slide 23: Obsessive-Compulsive and Related Disorders 
-There is significant overlap and comorbidity between obsessive-compulsive disorders and 
anxiety disorders 
 
-Obsessive-compulsive Disorder 
-Trichotillomania 
-Body Dysmorphic Disorder 
 
These disorders often hang together with a framework of obsessions and their related 
compulsions: 
 
-Obsession: recurrent and persistent unpleasant thoughts, urges, or images that are 
experienced in an intrusive or unwanted manner. The individual attempts to ignore or 
suppress these thoughts, or neutralize them by engaging in a compulsive behavior. 
 
-Compulsion: repetitive behaviors (hand washing, checking, ordering) or mental acts 
(counting, repeating words silently) that an individual feels driven to rigidly perform in 
response to an obsession. However, these behaviors are not connected in a realistic way with 
the obsession they are designed to neutralize or prevent. 
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The aim of some compulsions is to reduce the distress caused by obsessions 
 
Slide 24: Obsessive-Compulsive Disorder 
 
-Requires the presence of obsessions, compulsions, or both, as detailed above 
-The obsessions or compulsions are time-consuming (ex, 1 hour or more a day) or cause 
clinically significant distress or impairment in social, occupational, or other important areas of 
functioning 
-This helps differentiate from occasional intrusive thoughts 
-The symptoms are not better explained by another mental disorder  
-For example, guilty preoccupations in major depressive disorder, preoccupation with 
substances in substance abuse, delusional preoccupations in schizophrenia 
-Insight can vary: 

-Good/fair insight, with recognition that the obsessive-compulsive beliefs/linkages are 
definitely or probably not true  
-Poor insight, in which they feel the beliefs are probably true 
-Absent insight/delusional beliefs, in which they are convinced that the beliefs are true 

-Up to 30% of individuals with OCD have a tic disorder in their lifetime, most commonly if the 
OCD has onset in childhood 
 
Slide 25: Obsessive-Compulsive Disorder 
 
-Let’s try to categorize the following as obsessions, compulsions, or neither 
 
-Taking five showers a day to avoid a bacterial infection 
-Compulsion 
 
-Checking that the front door is locked before leaving for work 
-Neither 
 
-Fear of contamination of a living space with outside air 
-Obsession 
 
-The following diagnoses, trichotillomania and body dysmorphic disorder, share some of the 
obsessive and compulsive behaviors described above, but are specific and individual diagnoses 
 
Slide 26: Trichotillomania 
 
-Recurrent pulling out of one’s hair, resulting in hair loss 
-The hair-pulling may be associated with a variety of emotional states. Some individuals feel a 
building anxiety or tension that is relieved by pulling hair 
-Patients experience repeated attempts to decrease or stop hair pulling 
-The hair pulling causes clinically significant distress or impairment in social, occupational, or 
other important areas of functioning (ex. A patient avoids going to work because of bald 
patches) 
-The hair pulling or loss is not attributable to another medical condition (example, alopecia or 
discoid lupus) 
-The symptoms are not better explained by another mental disorder 
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-Hairs may be pulled from a single site or from several sites, which can lead to more occult hair 
loss instead of a frank ‘bald spot’. 
-The individual may have a ritual around the hair-pulling (ex. a particular kind of hair, or only the 
tip or root, or visually examining or orally manipulating the hair after it’s been pulled) 
 
Slide 27: Body Dysmorphic Disorder 
 
-Preoccupation with one or more perceived defects or flaws in physical appearance that are 
not observable or appear slight to others 
-At some point during the course of the disorder, the individual has performed repetitive 
behaviors (ex. mirror checking, excessive grooming, skin picking, reassurance seeking) or 
mental acts (ex. comparing his/her/their appearance with that of others) in response to their 
concerns over appearance 
-The preoccupation causes clinically significant distress or impairment in social, occupational, or 
other important areas of functioning (ex. A patient avoids going to work because of bald 
patches) 
-The preoccupation with appearance, if concerned with body fat or weight, does not meet 
criteria for an eating disorder 
-Patients may have good/fair, poor, or absent insight into their condition 
 
-The patient can focus on one or many body areas, with the skin, hair, and nose being the most 
common. 
-Muscle dysmorphia is a form of body dysmorphic disorder occurring almost exclusively in 
males, and consists of a preoccupation that one’s body is too small or insufficiently muscular 
 
Slide 28: Trauma and Stressor-related Disorders 
 
-This is a group of disorders in which exposure to a traumatic/stressful event is listed explicitly 
as a diagnostic criterion. 
 
-Adjustment Disorder 
-Post-traumatic Stress Disorder 
-Acute Stress Disorder 
 
-These disorders were formerly grouped under anxiety disorders, but were broken into their own 
category in DSM-V. As we go on, this lineage will become apparent 
 
Slide 29: Adjustment Disorder 
 
Diagnostic Criteria: 
-The development of emotional or behavioral symptoms (such as decreased work 
performance or instability in relationships) occurring within 3 months of the onset of a 
specifically identifiable stressor 
-One or both of the following: 
 -Marked distress that is out of proportion to the severity of the stressor 
 -It’s the role of the clinician to take the cultural and personal context into account 

-The stressor may be a single event, like a breakup or job loss, or recurrent, like a 
prolonged down period for a business. 

 -The stressor may affect an individual or a community, like a natural disaster 
 -Significant impairment in social, occupational, or other areas of functioning 
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-The stress-related disturbance does not meet the criteria of another disorder, and is not normal 
bereavement 
-Once the stressor or its consequences have terminated, the symptoms don’t persist longer 
than 6 months 
-Adjustment disorder can be further subdivided depending on associated symptoms of anxiety, 
depression, both, or with conduct disturbance 
 
Slide 30: Post-traumatic Stress Disorder and Acute Stress Disorder: 
 
-The diagnosis of both of these disorders require exposure to actual or threatened death, 
serious injury, or sexual violence in one or more of the following ways: 
 -Directly experiencing the traumatic event 
 -Witnessing, in person, the event(s) as it occurred to others 

-Learning that the traumatic event(s), which MUST have been violent or accidental, 
occurred to a close family member or friend 
-Experiencing repeated or extreme exposure to aversive details of the event(s) 
For example, an ICU resident experiencing several patient deaths in succession 

 
-Presence of one or more of the following intrusion symptoms a/w the event: 
 -Recurrent, involuntary, or intrusive distressing memories or dreams 
 -Dissociative reactions, like flashbacks 
 -Intense or prolonged psychological distress or physical reactions upon exposure to 
internal or external cues that represent the event 
 
-Persistent avoidance of distressing memories, feelings, or external reminders (people, 
places, objects) a/w the traumatic event(s) 
 
-Negative alterations in cognitions and mood a/w the traumatic event, as evidenced by two or 
more of the following: inability to remember an important aspect of the event, persistent and 
exaggerated negative beliefs/expectations about oneself, persistent and distorted cognitions 
about the event that lead to self-blame or blaming others, persistent negative emotional state, 
markedly diminished interest/participation in significant activities, detachment or estrangement 
from others, and an inability to experience positive emotions 
 
-Marked alterations in arousal and reactivity beginning after the traumatic event(s), as 
evidenced by two or more of the following: irritable behavior and angry outbursts, reckless/self-
destructive behavior, hypervigilance, exaggerated startle response, concentration problems, 
and sleep disturbance 
 
-The symptoms cause clinically significant distress or impairment in social, occupational, or 
other important areas of functioning 
 
Slide 32: Acute Stress Disorder vs. Post-Traumatic Stress Disorder 
 
-Acute Stress Disorder: 
 -Duration of disturbance is > 3 days but < 1 month 
 
-Post-traumatic stress disorder: 
 -Duration of disturbance is > 1 month 
 
Slide 33: A case 
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Mr. A is a 45 year old male with a past medical history of asthma who presents two weeks after 
a severe car accident in which he sustained some chest bruising, but otherwise had no injuries. 
His wife was mostly unharmed. Since the event, he has been unable to focus on work and has 
missed a week of shifts. He has occasional crying spells, and has stopped attending his 
morning prayer group. 
 
This represents a diagnosis of adjustment disorder. Though it is reasonable that the patient 
would be distressed over his accident, his reaction, particularly as it relates to his impairment in 
work performance and social engagement, is out of proportion to what would be expected. 
 
Slide 34: A case 
 
Consider instead: 
 
Mr. A is a 45 year old male with a past medical history of asthma who presents two weeks after 
a severe car accident. He was mostly unharmed, but his wife suffered significant splenic and 
liver lacerations. She was admitted to the intensive care unit and required several blood 
transfusions. Since the event, he has experienced flashbacks to the event, has not been able to 
sleep, and has withdrawn from his work and social obligations. On further questioning, he states 
that he’s sure that it is his fault that his wife ‘almost died’. He refuses to drive and has 
considered selling his family’s remaining car, as he feels this will ‘avoid anything like that 
happening again’. 
 
This represents a diagnosis of acute stress disorder. Though not all the clinical criteria have 
been satisfied, it’s reasonable to assume that with more probing, Mr. A would fit the criteria. 
Note the increased intensity of the stressor and the predominance of avoidant-type symptoms. 
 
Slide 35: A case 
 
Consider instead: 
 
Mr. A is a 45 year old male with a past medical history of asthma who presents three months 
after a severe car accident. He was mostly unharmed, but his wife suffered significant splenic 
and liver lacerations. She was admitted to the intensive care unit and required several blood 
transfusions. Since the event, he has experienced flashbacks to the event, has not been able to 
sleep, and has withdrawn from his work and social obligations, having lost his job as a result. 
On further questioning, he states that he’s sure that it is his fault that his wife ‘almost died’. He 
refuses to drive and has sold his family’s remaining car, as he feels this will ‘avoid anything like 
that happening again’. 
 
The difference in duration, to > 1 month, makes this a better fit for PTSD. 
 
Slide 36: Acute Stress Disorder vs. Adjustment Disorder 
 
-Type of stressor: usually less severe in adjustment disorder 
-Nature of psychological reaction: usually less severe in adjustment disorder,  
-Symptoms: maladaptive behavior and mood in adjustment disorder, vs intrusive 
thoughts/memories, flashbacks, and an intense reaction to a triggering person/situation in acute 
stress disorder 
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Slide 37: Somatic Symptom and Related Disorders 
 
-Somatic Symptom Disorder 
-Illness Anxiety Disorder 
-Conversion Disorder 
-Factitious Disorder 
 
Slide 38: Somatic Symptom and Related Disorders 
 
A few notes: 
 
-Prior iterations of the DSM focused on the importance of the absence of a medical explanation 
for the patient’s symptoms. This has been revised, as making a diagnosis based on an absence 
of explanation is fraught, patient presentations of medical illness can be highly variable, and the 
presence of a medical diagnosis does not exclude the possibility of a comorbid mental disorder 
 
-Focus on the positive symptom criteria for making these diagnoses. These are not necessarily 
to be considered ‘diagnoses of exclusion’ for somatic complaints that don’t cleanly fit a medical 
diagnosis. 
 
-A number of mental disorders also feature somatic symptoms (for example, muscle tension or 
abdominal cramping in anxiety) 
 
Slide 39: Somatic Symptom Disorder 
 
-One or more somatic symptoms (ex. pain, shortness of breath, bloating) that are distressing or 
result in significant disruption of daily life 
-Disproportionate and persistent thoughts about the seriousness of one’s symptoms, with a high 
level of anxiety, and excessive time or energy devoted to the symptom 
-Any one symptom does not need to be continuously present, but the state of being 
symptomatic must be persistent (typically > 6 months) 
-For example, the patient may have abdominal cramping that comes and goes intermittently for 
> 6 months 
 
 
Slide 40: Illness Anxiety Disorder 
 
-Preoccupation with having a serious illness 
-Somatic symptoms are not present or, if present, are mild in intensity. If another medical 
condition is present, or there is a high risk for developing one, the preoccupation is excessive 
-Patients may focus on normal physiologic phenomenon, like neck stiffness after sleeping 
awkwardly, or orthostatic dizziness. 
-There is a high level of anxiety and alarm about personal health status 
-The individual performs excessive health-related behaviors (ex. repeated neck palpation for 
signs of thyroid disease), or exhibits maladaptive behaviors (ex. avoids doctors out of anxiety 
over a potential diagnosis) 
-Illness preoccupation has been present for at least 6 months, though the specific illness may 
change over that period 
-The preoccupation is not better explained by another mental disorder 
 
Slide 41: A Case 
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Ms. C is a 29 year old woman who presents for an annual checkup. For the past two years she 
has experienced severe abdominal cramping that occurs twice or thrice a week. The episodes 
last for 5-10 minutes at a time. She has had abdominal CT imaging, sees a gastroenterologist 
regularly, has undergone unrevealing upper and lower endoscopies with biopsies, and has not 
received a firm diagnosis to explain her symptoms. She has tried going to a second 
gastroenterologist without any success. When asked about how her symptoms have been, she 
shrugs and says “it is what it is.” 
 
This does not represent a case of somatic symptom disorder. The patient has undergone a 
reasonable amount of workup for her symptoms, including pursuing a second opinion, but does 
not appear to be perseverating on the seriousness of her symptoms, which is a key distinction 
here. 
 
This does not represent a case of illness anxiety disorder. The patient has significant somatic 
symptoms, which is not a feature of illness anxiety disorder 
 
Slide 42: Conversion Disorder (functional neurological symptom disorder) 
 
-One or more symptoms of altered voluntary motor or sensory function 
 -Includes weakness, paralysis, abnormal movement, dysphagia, vision loss, etc. 
-Clinical findings provide evidence of incompatibility between the symptom and recognized 
neurological or medical conditions, after a thorough workup 
-The symptom or deficit is not better explained by another medical or mental disorder, and 
causes clinically significant distress or impairment in normal functioning 
 
-Note that the diagnosis does not require the judgment that the symptoms are being 
intentionally ‘faked’, nor is it required that the patient is deriving external benefit from expressing 
their symptoms (secondary gain) 
 
Slide 43: Factitious Disorder 
 
-Note that the following criteria can be applied either as imposed on oneself, or on another (by 
proxy): 
 
-Falsification of physical or psychological signs or symptoms, or induction of injury or disease, 
associated with positively identified (not inferred or assumed), intentional deception 
-The individual presents themself to others as ill, impaired, or injured for emotional benefit 
-The deceptive behavior is evident even in the absence of obvious external rewards (primary 
gain) 
-The behavior is not better explained by another mental disorder  
 
Slide 44: Malingering 
 
-The intentional production of false or grossly exaggerated physical or psychological symptoms, 
motivated by an identifiable external incentive beyond assuming a ‘sick’ role (secondary 
gain, often monetary but can also be an avoidance of work or military duty, or avoiding 
criminal prosecution) 
-The signs or symptoms are often inconsistent on repeated examination 
 
Slide 45: A Case 
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Work the next three cases, assigning diagnoses of conversion disorder, factitious disorder, 
malingering, or none of the three. We will discuss the answers after the cases. 
 
Mr. G is a 40 year old generally healthy male who presents to your clinic for leg cellulitis. This is 
his fifth presentation for cellulitis in the past year. On examination, you see extensive 
excoriations around the site. A wound culture grows a mix of skin flora and intestinal bacteria 
consistent with fecal wound contamination. After reviewing his medical record, you note that this 
has been the case in three of his prior infections. He is gratified with his antibiotic prescription 
and makes plans to follow up in the next week. 
 
Slide 46: A Case 
 
Mr. K is a 22 year old male who presents to your office with a complaint of right leg weakness, 
numbness, and tingling. He also notes a history of falls at home related to this weakness. On 
your examination, his loss of sensation does not adhere to a specific dermatomal distribution, 
his hip, knee, and ankle weakness is inconsistent, and his reflexes are normal. He becomes 
agitated during the examination and asks you to stop, saying “you’ve seen enough to know”. 
Before leaving, the patient requests that you fill out paperwork to provide him with an extended 
paid disability leave from work. You state that you need to perform some further workup first, 
and pursue an MRI of the spine, which is essentially normal. When you call him to schedule a 
followup visit, he states that he will only consent to see you if you fill out his paperwork. 
 
Slide 47: A Case 
 
Ms. B is a 16 year old female with a past medical history of sexual abuse who presents to the 
inpatient service for nausea and vomiting. During your morning examination on rounds, she 
becomes suddenly unresponsive, with intermittent shaking of the hands. You attempt to rouse 
her, but can’t. She does not respond to nailbed compression or sternal rub. You attempt a pupil 
examination, but can’t forcibly raise her eyelids. She awakens after 5 minutes with no memory 
of the episode. You order continuous electroencephalography monitoring, hoping to capture 
another episode. She has one that night, though the EEG does not show any epileptiform 
activity.  
 
Slide 48: A Case 
 
Work the next three cases, assigning diagnoses of conversion disorder, factitious disorder, 
malingering, or none of the three. We will discuss the answers after the cases. 
 
Mr. G is a 40 year old generally healthy male who presents to your clinic for leg cellulitis. This is 
his fifth presentation for cellulitis in the past year. On examination, you see extensive 
excoriations around the site. A wound culture grows a mix of skin flora and intestinal bacteria 
consistent with fecal wound contamination. After reviewing his medical record, you note that this 
has been the case in three of his prior infections. He is gratified with his antibiotic prescription 
and makes plans to follow up in the next week. 
 
This is an example of factitious disorder. The fecal wound contamination isn’t accidental in 
someone who is otherwise healthy, though it could feasibly occur in a debilitated person with 
poor care. He is happy with his care and does not appear to have any motive for his actions 
beyond assuming the role of a patient. 
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Slide 49: A Case 
 
Mr. K is a 22 year old male who presents to your office with a complaint of right leg weakness, 
numbness, and tingling. He also notes a history of falls at home related to this weakness. On 
your examination, his loss of sensation does not adhere to a specific dermatomal distribution, 
his hip, knee, and ankle weakness is inconsistent, and his reflexes are normal. He becomes 
agitated during the examination and asks you to stop, saying “you’ve seen enough to know”. 
Before leaving, the patient requests that you fill out paperwork to provide him with an extended 
paid disability leave from work. You state that you need to perform some further workup first, 
and pursue an MRI of the spine, which is essentially normal. When you call him to schedule a 
followup visit, he states that he will only consent to see you if you fill out his paperwork. 
 
This is an example of malingering. The patient has a gain outside of just assuming the ‘sick’ 
role, which is to obtain paid leave from work.  
 
Note that the two disorders, factitious and malingering, can coexist in some cases. For example, 
a patient whose presentation is consistent with factitious disorder may, after a prolonged 
symptom period, seek legal representation for financial gain related to how they ‘acquired’ their 
injury. 
 
Slide 50: A Case 
 
Ms. B is a 16 year old female with a past medical history of sexual abuse who presents to the 
inpatient service for nausea and vomiting. During your morning examination on rounds, she 
becomes suddenly unresponsive, with intermittent shaking of the hands. You attempt to rouse 
her, but can’t. She does not respond to nailbed compression or sternal rub. You attempt a pupil 
examination, but can’t forcibly raise her eyelids. She awakens after 5 minutes with no memory 
of the episode. You order continuous electroencephalography monitoring, hoping to capture 
another episode. She has one that night, though the EEG does not show any epileptiform 
activity.  
 
This is an example of conversion disorder. The key difference between this case and a case of 
factitious disorder is that the patient does not respond to any noxious stimuli (the nailbed 
compression and sternal rub). This suggests that the symptoms are ‘real’ to the patient, though 
they do not correlate with the diagnosis of an epilepsy disorder based on diagnostic testing (the 
EEG). 
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