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DSM-5-TR: 2022



DSM-5-TR 2022 1250 544* Unknown

*The DSM-5-TR revised criteria for 70 disorders and added 3 new diagnoses (prolonged grief disorder, unspecified mood disorder, stimulant-induced mild neurocognitive disorder)
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• “Internalizing” Disorders (problems within the self, such as fears,
worrying and unhappiness, traditionally referred to as “neuroses”,
“Overcontrolled”) - vs “Externalizing” Disorders (“Undercontrolled”:
disruptive behavior disorders such as conduct disorder, in which
patients tend to externalize or act out inner conflict or emotions -
e.g. through aggression)

• Internalizing disorders usually cause more distress to the patient than
to those around them, the opposite of what happens with
externalizing disorders

• Once thought to be rare and low impact

• Focus on MDD, PDD, SAD, GAD

NEUROTIC (INTERNALIZING)
vs
PSYCHOTIC (EXTERNALIZING) DISORDERS



















Psychiatric diagnoses predominantly predated motor symptom onset,

particularly in the 12-month period prior to dystonia diagnosis

(incident rate ratio (IRR)=1.98), with this being most prevalent for

anxiety-related disorders (IRR=12.4), supporting findings from

previous cross-sectional studies



A recent, large population-based study found those with idiopathic

dystonia to be twice as likely to receive a diagnosis of a depressive

disorder compared to those without dystonia (OR: 1.77; 95% CI:

1.44–2.19). This study was also the first to extend this work to

examine self-harm and suicide, demonstrating an 80% increased risk

of suicide attempts/deaths in those with idiopathic dystonia, with this

strongly associated with the presence of co-morbid depressive

symptoms.



DEPRESSION



A more recent meta-analysis aimed at determining the point

prevalence of depressive symptoms or depressive disorders above

clinically recognised thresholds identified 60 articles (until December

2020), 54 of which were included in the meta-analysis. Here, they

divided clinical diagnoses into cervical (n=28) and cranial (n=14)

dystonia and mixed clinical forms (n=14), with the pooled prevalence

for depressive symptoms calculated to be 31.5%, 29.2%, and 33.6%,

respectively. Major depressive disorder was identified as the

predominant symptom type in cervical dystonia and dysthymia in

cranial forms.





Major Depressive Episode
Diagnostic Criteria

A. Five (or more) of the following symptoms have been present during the same 2-week period and
represent a change from previous functioning; at least one of the symptoms is either (1) depressed
mood or (2) loss of interest or pleasure.
(1) Depressed mood most of the day, nearly every day, as indicated by either subjective report (e.g.,
feels sad, empty, or hopeless) or observation made by others (e.g., appears tearful). (Note: In
children and adolescents, can be irritable mood).
(2) Markedly diminished interest or pleasure in all, or almost all, activities most of the day, nearly
every day (as indicated by either subjective account or observation).
3. Significant weight loss when not dieting or weight gain (e.g., a change of more than 5% of body
weight in a month), or decrease or increase in appetite nearly every day. (Note: In children, consider
failure to make expected weight gain).
4. Insomnia or hypersomnia nearly every day.
5. Psychomotor agitation or retardation nearly every day (observable by others, not merely
subjective feelings of restlessness or being slowed down).
6. Fatigue or loss of energy nearly every day.
7. Feelings of worthlessness or excessive or inappropriate guilt (which may be delusional) nearly
every day (not merely self-reproach or guilt about being sick).
8. Diminished ability to think or concentrate, or indecisiveness, nearly every day (either by subjective
account or as observed by others).
9. Recurrent thoughts of death (not just fear of dying), recurrent suicidal ideation without a specific
plan, or a suicide attempt or a specific plan for committing suicide.



Major Depressive Episode
Diagnostic Criteria

B. The symptoms cause clinically significant distress or impairment in social, occupational, or other
important areas of functioning.

C. The episode is not attributable to the physiological effects of a substance or another medical
condition.

Note: Responses to a significant loss (e.g., bereavement, financial ruin, losses from a natural
disaster, a serious medical illness or disability) may include the feelings of intense sadness,
rumination about the loss, insomnia, poor appetite, and weight loss noted in Criterion A, which may
resemble a depressive episode. Although such symptoms may be understandable or considered
appropriate to the loss, the presence of a major depressive episode in addition to the normal
response to a significant loss should also be carefully considered. This decision inevitably requires
the exercise of clinical judgment based on the individual’s history and the cultural norms for the
expression of distress in the context of loss.



Persistent Depressive Disorder

Diagnostic Criteria

This disorder represents a consolidation of DSM-IV-defined chronic major depressive disorder and

dysthymic disorder.

A. Depressed mood for most of the day, for more days than not, as indicated by either subjective account or

observation by others, for at least 2 years.

Note: In children and adolescents, mood can be irritable and duration must be at least 1 year.

B. Presence, while depressed, of two (or more) of the following:

1. Poor appetite or overeating.

2. Insomnia or hypersomnia.

3. Low energy or fatigue.

4. Low self-esteem.

5. Poor concentration or difficulty making decisions.

6. Feelings of hopelessness.

C. During the 2-year period (1 year for children or adolescents) of the disturbance, the individual has never

been without the symptoms in Criteria A and B for more than 2 months at a time.



Persistent Depressive Disorder

Diagnostic Criteria

D. Criteria for a major depressive disorder may be continuously present for 2 years.

E. There has never been a manic or hypomanic episode.

F. The disturbance is not better explained by a persistent schizoaffective disorder, schizophrenia, delusional

disorder, or other specified or unspecified schizophrenia spectrum and other psychotic disorder.

G. The symptoms are not attributable to the physiological effects of a substance (e.g., a drug of abuse, a

medication) or another medical condition (e.g., hypothyroidism).

H. The symptoms cause clinically significant distress or impairment in social, occupational, or other

important areas of functioning.



Persistent Depressive Disorder

SPECIFIERS

Specify if:

With anxious distress

With atypical features

Specify if:

In partial remission

In full remission

Specify if:

Early onset: If onset is before age 21 years.

Late onset: If onset is at age 21 years or older.

If criteria are sufficient for a diagnosis of a major depressive episode at any time during the 2-year period of depressed mood, then a separate

diagnosis of major depression should be made in addition to the diagnosis of persistent depressive disorder along with the relevant specifier

(e.g., with intermittent major depressive episodes, with current episode).

Specify if (for most recent 2 years of persistent depressive disorder):

With pure dysthymic syndrome: Full criteria for a major depressive episode have not been met in at least the preceding 2 years.

With persistent major depressive episode: Full criteria for a major depressive episode have been met throughout the preceding 2-year period.

With intermittent major depressive episodes, with current episode: Full criteria for a major depressive episode are currently met, but there have

been periods of at least 8 weeks in at least the preceding 2 years with symptoms below the threshold for a full major depressive episode.

With intermittent major depressive episodes, without current episode: Full criteria for a major depressive episode are not currently met, but

there has been one or more major depressive episodes in at least the preceding 2 years.

Specify current severity:

Mild

Moderate

Severe



The specific estimates of the two most common depressive disorders, MDD and PDD (dysthymia), differed across

forms of adult onset idiopathic dystonia (AOID):

- as seen in the general population, MDD was more prevalent than PDD in cervical dystonia (15.5%) and in

samples with multiple forms of AOID (24.2%), probably reflecting the greater representation of cervical dystonia

in mixed clinical samples.

- PDD was more prevalent than MDD in cranial dystonia (8.3% vs 6.2%).

Establishing whether patients with AOID fulfill specific criteria for MDD or PDD may have important prognostic

and even therapeutic implications. PDD leads to more persistent, but less severe depressive symptoms than MDD,

thus requiring less aggressive pharmacological or non-pharmacological interventions.

The current evidence of the efficacy of specific treatment interventions for mood disorders in clinical samples with

AOID diagnosis is very limited. New studies of therapeutic interventions for depression in AOID are warranted

and should consider taking into account the type of targeted depressive disorder (MDD vs PDD).









ANXIETY



Previous work consistently estimates two-thirds of dystonia cohorts to

experience symptoms of anxiety, including both those with

generalised and adult-onset isolated forms. Of the multiple anxiety

disorder subtypes, social anxiety represents one of the more common

forms, reported at rates of up to 57% in those diagnosed with adult-

onset idiopathic focal cervical dystonia (AOIFCD). Population-level

studies have demonstrated diagnosis of anxiety disorders prior to the

motor diagnosis of dystonia.





- Social anxiety disorder (SAD) was the most prevalent type of anxiety disorder across all
forms of adult-onset isolated dystonia, with very similar prevalence rates between patients
with cervical dystonia and patients with cranial dystonia.
- Generalized anxiety disorders (GAD) was the second most prevalent type of anxiety
disorder in all forms of adult-onset isolated dystonia [whereas it has been reported as the
prevailing anxiety disorder in several other neurological conditions, including Parkinson's
disease, epilepsy, and multiple sclerosis].
- There was a higher prevalence of GAD in samples with multiple forms of dystonia (18%)
and populations of cranial dystonia (14%), compared to populations of cervical dystonia
(6%). The reasons for this difference in GAD prevalence may be related to the older age of
cranial dystonia compared to cervical dystonia patients, and the higher prevalence of GAD
in older adults from the general population relative to other anxiety disorders.
- Even if lower than in cranial dystonia patients, the prevalence of GAD in cervical dystonia
is still approximately two times higher than in the general adult population.











Social Anxiety Disorder
Diagnostic Criteria

A. Marked fear or anxiety about one or more social situations in which the individual is exposed to possible scrutiny by others. Examples include social

interactions (e.g., having a conversation, meeting unfamiliar people), being observed (e.g., eating or drinking), and performing in front of others (e.g., giving

a speech).

Note: In children, the anxiety must occur in peer settings and not just during interactions with adults.

B. The individual fears that he or she will act in a way or show anxiety symptoms that will be negatively evaluated (i.e., will be humiliating or embarrassing;

will lead to rejection or offend others).

C. The social situations almost always provoke fear or anxiety.

Note: In children, the fear or anxiety may be expressed by crying, tantrums, freezing, clinging, shrinking, or failing to speak in social situations.

D. The social situations are avoided or endured with intense fear or anxiety.

E. The fear or anxiety is out of proportion to the actual threat posed by the social situation and to the sociocultural context.

F. The fear, anxiety, or avoidance is persistent, typically lasting for 6 months or more.

G. The fear, anxiety, or avoidance causes clinically significant distress or impairment in social, occupational, or other important areas of functioning.

H. The fear, anxiety, or avoidance is not attributable to the physiological effects of a substance (e.g., a drug of abuse, a medication) or another medical

condition.

I. The fear, anxiety, or avoidance is not better explained by the symptoms of another mental disorder, such as panic disorder, body dysmorphic disorder, or

ASD.

J. If another medical condition (e.g., Parkinson’s disease, obesity, disfigurement from burns or injury) is present, the fear, anxiety, or avoidance is clearly

unrelated or is excessive.

Specify if:

Performance only: If the fear is restricted to speaking or performing in public.















Generalized Anxiety Disorder
Diagnostic Criteria

A. Excessive anxiety and worry (apprehensive expectation), occurring more days than not for at least 6 months, about a number
of events or activities (such as work or school performance).

B. The individual finds it difficult to control the worry.

C. The anxiety and worry are associated with three (or more) of the following six symptoms (with at least some symptoms having
been present for more days than not for the past 6 months):

Note: Only one item is required in children.

1. Restlessness or feeling keyed up or on edge.
2. Being easily fatigued.
3. Difficulty concentrating or mind going blank.
4. Irritability.
5. Muscle tension.
6. Sleep disturbance (difficulty falling or staying asleep, or restless, unsatisfying sleep).

D. The anxiety, worry, or physical symptoms cause clinically significant distress or impairment in social, occupational, or other
important areas of functioning.

E. The disturbance is not attributable to the physiological effects of a substance (e.g., a drug of abuse, a medication) or another
medical condition (e.g., hyperthyroidism).

F. The disturbance is not better explained by another mental disorder (e.g., anxiety or worry about having panic attacks in panic
disorder, negative evaluation in social anxiety disorder, contamination or other obsessions in OCD, separation from attachment
figures in separation anxiety disorder, reminders of traumatic events in PTSD, gaining weight in anorexia nervosa, physical
complaints in somatic symptom disorder, perceived appearance flaws in body dysmorphic disorder, having a serious illness in
illness anxiety disorder, or the content of delusional beliefs in schizophrenia or delusional disorder).



















Few trials have evaluated the impact of oral medical therapy, typically

used in the management of mood-related symptoms, in the

management of psychiatric symptoms in dystonia.





Cognitive-behavioural treatment (CBT) options are also underutilised in dystonia, with no

standardised management available. A small, randomised feasibility trial explored the use of

unguided Internet-based CBT in the management of adult-onset idiopathic focal cervical

dystonia (AOIFCD). This work demonstrated that this approach to delivery of CBT was

feasible in an AOIFCD cohort, with 60% demonstrating high engagement with the 8-week

programme and 87.5% of those who engaged would try it again if offered. Although this

study was not designed, not sufficiently powered, to identify between group differences in

terms of the efficacy of the treatment, the levels of anxiety and depression showed trends

towards improvement at 3 months in those receiving iCBT. Individual level analysis also

demonstrated higher percentage level improvements in these symptoms, with this sustained in

86% participants, making this a potentially promising area for future investigation.



CBT FOR ANXIETY

◼ 1950s: Albert Ellis’ Rational Emotive Behavior
Therapy (REBT)

◼ ABC



CBT FOR ANXIETY

◼ 1960s: Aaron Beck’s Cognitive Behavior Therapy 
(CBT)



CBT FOR ANXIETY

◼ Ellis' first major publication on Rational Therapy
describes the philosophical basis of it as the
principle that a person is rarely affected emotionally
by outside things but rather by ‘his perceptions,
attitudes, or internalized sentences about outside
things and events', which he compares to the
writing of Epictetus in the Enchiridion: "Men are
disturbed not by things, but by the views which
they take of them". Shakespeare, many centuries
later, rephrased this thought in Hamlet: "There's
nothing good or bad but thinking makes it so".
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DYSTONIA MUSCULORUM DEFORMANS (OPPENHEIM, 1911)
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Hermann Oppenheim (1858-1919)Jean-Martin Charcot (1825-1893)

Sigmund Freud (1856-1939) David Marsden (1938-1998)









Functional Neurological Symptom Disorder (Conversion Disorder)

Diagnostic Criteria

A. One or more symptoms of altered voluntary motor or sensory function.

B. Clinical findings provide evidence of incompatibility between the symptom and recognized neurological or medical

conditions.

C. The symptom or deficit is not better explained by another medical or mental disorder.

D. The symptom or deficit causes clinically significant distress or impairment in social, occupational, or other important

areas of functioning or warrants medical evaluation.

Specify symptom type:

With weakness or paralysis

With abnormal movement (e.g., tremor, dystonia, myoclonus, gait disorder)

With swallowing symptoms

With speech symptom (e.g., dysphonia, slurred speech)

With attacks or seizures

With anesthesia or sensory loss

With special sensory symptom (e.g., visual, olfactory, or hearing disturbance)

With mixed symptoms

Specify if:

Acute episode: Symptoms present for less than 6 months.

Persistent: Symptoms occurring for 6 months or more.

Specify if:

With psychological stressor (specify stressor)

Without psychological stressor

















“Finally, FD may coexist with organic movement

disorders or other neurological illness (functional

overlay). In these cases, they usually affect the same

or adjacent body parts.”

“FD is both phenotypically and phenomenologically

diverse, with frequent mixed presentations with

other FMDs and/or other functional symptoms and

can present from childhood to late adulthood.”



“CHAMELEONS”

“MIMICS”














