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WPPNT Reminders
How to join the Zoom webinar
• Online: https://dhswi.zoom.us/j/82980742956(link is external)
• Phone: 301-715-8592

– Enter the Webinar ID: 829 8074 2956#.
– Press # again to join. (There is no participant ID)

Reminders for participants
• Join online or by phone by 11 a.m. Central and wait for the host to start the webinar. Your 

camera and audio/microphone are disabled.
• Download or view the presentation materials. The evaluation survey opens at 11:59 a.m. the 

day of the presentation.
• Ask questions to the presenter(s) in the Zoom Q&A window. Each presenter will decide when 

to address questions. People who join by phone cannot ask questions.
• Use Zoom chat messages to communicate with the WPPNT coordinator or to share 

information related to the presentation.

• Participate live or view the recording to earn continuing education hours (CEHs). Complete 
the evaluation survey within two weeks of the live presentation and confirmation of your 
CEH will be returned by email.

• A link to the video recording of the presentation is posted within four business days of the 
presentation.

• Presentation materials, evaluations, and video recordings are on the WPPNT webpage: 
https://www.dhs.wisconsin.gov/wppnt/2021.htm.

https://dhswi.zoom.us/j/82980742956
https://www.dhs.wisconsin.gov/wppnt/2021.htm
https://www.dhs.wisconsin.gov/wppnt/2021.htm
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Objectives

• Have an organized approach to how anxiety presents in younger children
• Review the criteria of anxiety disorders common in younger patients
• Acquire some strategies for managing the family aspects of treating anxiousness
• Plan biopsychosocial treatment of anxiety disorders in preteens.



A Word about Working with Families

• The chief complaint is “my parents are ashamed of my behavior, so they dragged me 
in here to see you”

• Normalization
• Partnering
• Anxiety is strongly heritable!



Anxiety

• Anxiety is the anticipation of fear
• Cognitive appraisal of threat
• Physiologic response
• Behavior changes

• Cues from external environment
• Social interactions
• Imagination and memory



Manifestations of Anxiety

• Avoidance
• Panic
• Somatic symptoms
• Reassurance-seeking
• Insomnia



Avoidance

• Children tend not to experience 
avoidance as a symptom

• Avoidance can manifest as a wide 
variety of behaviors

• Freezing
• Tantrums
• Badgering
• Procrastination
• Charm

• Common Diagnoses:
• Phobia
• Social anxiety
• Selective mutism
• Post-Traumatic Stress Disorder



Specific Phobia

Core Symptoms:
• Reliable, out-of-proportion dread and 

dismay of the feared stimulus 
• The stimulus is “avoided or endured 

with intense fear or anxiety”.
• Lasting at least 6 months

• 5% prevalence in children, 16% in 
adolescents

Course
• Can start at any age
• Can happen suddenly or emerge for no 

clear reason
• Multiple phobias are more common than 

having just one

• Exclusions
• Directly caused by a substance
• The symptoms are not better explained by 

the specific worries of a different anxiety 
disorder



Social Anxiety Disorder

Core Symptoms:
• Marked fear of potential social 

scrutiny or judgement, with a fear of 
being humiliated by appearing 
anxious.

• Social situations are feared and 
avoided.

• Lasting at least 6 months

Course
• Usually starts prior to or in early 

adolescence
• Tends to improve with age
• Exclusions

• Directly caused by a substance
• The symptoms are not better explained by 

panic, autism, BDD
• Fears are in excess of the impact of other 

illnesses



Selective Mutism

Core Symptoms:
• Normal speech at home
• Not speaking* in social situations
• Lasting at least 1 month

Course
• Usually starts before age five
• Rare, prevalence thought to be <1%
• Comorbid social anxiety is more likely 

than not

• Exclusions
• The symptoms are not better explained by 

autism, communication disorder
• Not due to language difference between 

home and social environments



PTSD

Core Symptoms:
• Exposure to a horrifying event
• Re-experiencing symptoms
• Reactivity
• Avoidance of reminders 

and/or

• Being emotionally stuck in the trauma

• Lasting more than 1 month

Course
• Can manifest differently in children, with 

repetitive play or re-enactment
• Symptoms can occur after a delay
• 25-45% of children experience trauma, 

and 5-45% of them will get PTSD (1-
20%)

• Comorbid depression is common

• Exclusions
• Directly caused by a substance or illness



Reassurance-Seeking

• Repeated asking of questions to which 
the child already knows the answer

• Temperament, newness, parenting style 
all strongly interact with any underlying 
tendency to seek reassurance

• Common Diagnoses:
• GAD
• Separation anxiety
• OCD



Generalized Anxiety Disorder

Core Symptoms:
• Excessive, hard to control worries 

about everyday things
• At least three physical or cognitive 

symptoms
• Lasting at least 6 months

Course
• Usually starts in adolescence
• Waxes and wanes
• Full remission is rare
• Comorbid depression is common

• Exclusions
• Directly caused by a substance
• The symptoms are not better explained by 

the specific worries of a different anxiety 
disorder



Separation Anxiety Disorder

Core Symptoms:
• Developmentally inappropriate and 

excessive fear that a primary source 
of emotional support will be absent, 
and the patient will be overwhelmed 
with anxiety.

• At least three of eight behaviors 
revolving around a maladaptive need 
for reassuring familiarity

• Lasting at least 6 months for adults, 4 
weeks for children

Course
• Usually starts in early childhood, second 

peak in early adolescence
• Most common anxiety disorder in 

children (4%), tends to fade with age
• Full remission is common
• Comorbid depression is common

• Exclusions
• Directly caused by a substance
• The symptoms are not better explained by 

autism, delusions, or the specific worries of 
a different anxiety disorder



Obsessive-Compulsive Disorder

Core Symptoms:
• Intrusive doubting thoughts tied to an 

urge to do something that assuages 
the doubt

• “itch”, contamination, guilt
• No time criteria

Course
• Usually starts by adolescence
• Just over 1% prevalence
• Waxes and wanes with other stressors
• Very poor placebo response
• Comorbid depression, ADHD, anxiety, 

tics are common
• Explosive onset/PANS can happen

• Exclusions
• Directly caused by a substance
• The symptoms are not better explained by 

the specific worries of a different anxiety 
disorder



Dysregulated behavior

• Anxiety can be overwhelming
• Children have trouble regulating intense 

emotions, need adult support and 
buffering

• It is “normal” for any child to engage in 
behaviors that illicit adult support when 
distressed

• It is also “normal” for preschoolers to use 
aggression as a problem-solving 
strategy



Aggression is communication: use your ABCs

• Antecedents
• What is the context of the behavior
• Who is involved
• What is the child’s state
• When does it happen

• Behavior
• I don’t want to see that tantrum video
• But…are there lines that the child knows not to cross

• Consequences
• What is the outcome of the behavior?
• Demand avoidance
• Goal obtained
• Attention received



Tantrums can be negotiation

• Tend to happen when the child hears “no”.
• Often inadvertently reenforced: intermittent reinforcement
• Look for signs for why the parent is unable to withstand the pressure of the tantrum, 

and help them
• Who else is involved in the negotiation

• Solution: Time outs!



Tantrums can be “I’m stuck”

• Expressive language limitations, either with typical development or not
• “Explosive Children” (see Ross Greene)

• Rigid thinking
• Perfectionistic or anxious temperament
• Intense emotions
• “strong artistic vision”

• Solution: help them de-escalate!



Tantrums can be “I’m overwhelmed”

• Can either be about the circumstances or the child’s state
• Less about “no” or frustration
• Hangry, tired, facing a trauma
• Not understanding how to do something

• Solution: treat the underlying issue that is degrading the child’s self-regulation



Tantrums can be OCD

• “I cannot complete this compulsion”
• Young children often embroil family members in their compulsions

• Solution: treat the OCD, support the family, be pragmatic depending on age and 
impact



Insomnia

• That alone time in the dark is fertile 
terrain for anxious cognitions

• Everyone is tired
• Cultural and personal sensitivity is key
• Parasomnias
• Independent sleeping

• Solution: take the TV/ipad/phone out of 
the room



Differential Diagnosis
• Speech Sound Disorder
• Social/Pragmatic Communication Disorder
• Autism Spectrum Disorder
• Depression
• Trichotillomania
• Excoriation
• Reactive Attachment Disorder
• Disinhibited Social Engagement Disorder
• Illness Anxiety Disorder
• Functional Neurological Symptom Disorder
• Psychological Factors Affecting Other Medical Conditions
• Avoidant/Restrictive Food Intake Disorder
• Elimination Disorders (Enuresis/Encopresis)
• Gender Dysphoria
• Oppositional Defiant Disorder



Treatment



Principals of Therapy For Anxiety

• Improving resilience through self-
regulation and self-soothing skills

• Cultivating self-awareness of the ways 
anxiousness distorts thoughts and 
sensations

• Practicing exposures to decrease 
avoidance behaviors

• For kids, this will require a framework 
that rewards effort and is 
developmentally informed



Family-Based Interventions

• Recognition of behaviors as anxiety
• Avoidance
• Reassurance-seeking
• No flooding!

• Positive discipline
• Family dynamics
• Culturally sensitive approach
• Transgenerational processes



Medications: SSRIs and SNRIs

• Fluoxetine
• Sertraline
• Citalopram
• Escitalopram
• Paroxetine
• Fluvoxamine

• Venlafaxine
• Duloxetine

• Serotonin is found throughout the brain
• Tends to be calming
• Rebalances thinking and feeling
• Generally well tolerated
• Fluoxetine approved down to seven 

years old
• 4-6 weeks to work



SSRIs and SNRIs: Pros

• Calming, decreasing repetitive thoughts
• Even better for anxiety than depression
• Available in multiple strengths and formulations
• Cheap (mostly)
• Safe



SSRIs and SNRIs: Cons

• Digestive side effects
• Disinhibition
• Sexual side effects
• Sleep changes
• Appetite changes
• Emotional blunting
• Black Box for suicidality

• Hypertension for SNRIs



Guanfacine & Clonidine

• Old blood pressure medications
• Work on fight-or-flight system of brain
• “A longer fuse and less powder at the end”
• Can take a few weeks to work
• Decrease tics
• May help anxiety
• Sleepiness, lightheadedness
• Only recently available as long-acting version



Appendix: DSM-5 Criteria



Specific Phobia
A. Marked fear or anxiety about a specific object or situation (e.g., flying, heights, animals, 

receiving an injection, seeing blood).
Note: In children, the fear or anxiety may be expressed by crying, tantrums, freezing, or clinging.

B. The phobic object or situation almost always provokes immediate fear or anxiety.
C. The phobic object or situation is actively avoided or endured with intense fear or anxiety.
D. The fear or anxiety is out of proportion to the actual danger posed by the specific object or 

situation and to the sociocultural context.
E. The fear, anxiety, or avoidance is persistent, typically lasting for 6 months or more.
F. The fear, anxiety, or avoidance causes clinically significant distress or impairment in social, 

occupational, or other important areas of functioning.
G. The disturbance is not better explained by the symptoms of another mental disorder, 

including fear, anxiety, and avoidance of situations associated with panic-like symptoms or 
other incapacitating symptoms (as in agoraphobia); objects or situations related to 
obsessions (as in obsessive-compulsive disorder); reminders of traumatic events (as in 
posttraumatic stress disorder); separation from home or attachment figures (as in 
separation anxiety disorder); or social situations (as in social anxiety disorder).



Selective Mutism

A. Consistent failure to speak in specific social situations in which there is an 
expectation for speaking (e.g., at school) despite speaking in other situations.

B. The disturbance interferes with educational or occupational achievement or with 
social communication.

C. The duration of the disturbance is at least 1 month (not limited to the first month of 
school).

D. The failure to speak is not attributable to a lack of knowledge of, or comfort with, 
the spoken language required in the social situation.

E. The disturbance is not better explained by a communication disorder (e.g., 
childhood-onset fluency disorder) and does not occur exclusively during the course 
of autism spectrum disorder, schizophrenia, or another psychotic disorder.



Social Anxiety Disorder
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 autism spectrum disorder.

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.



GAD
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 [social phobia], contamination or 
other obsessions in obsessive-compulsive disorder, separation from attachment figures in separation anxiety 
disorder, reminders of traumatic events in posttraumatic stress disorder, 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)



Separation Anxiety Disorder
A. Developmentally inappropriate and excessive fear or anxiety concerning separation from those to whom the 

individual is attached, as evidenced by at least three of the following:
1. Recurrent excessive distress when anticipating or experiencing separation from home or from major 

attachment figures.
2. Persistent and excessive worry about losing major attachment figures or about possible harm to them, 

such as illness, injury, disasters, or death.
3. Persistent and excessive worry about experiencing an untoward event (e.g., getting lost, being kidnapped, 

having an accident, becoming ill) that causes separation from a major attachment figure.
4. Persistent reluctance or refusal to go out, away from home, to school, to work, or elsewhere because of 

fear of separation.
5. Persistent and excessive fear of or reluctance about being alone or without major attachment figures at 

home or in other settings.
6. Persistent reluctance or refusal to sleep away from home or to go to sleep without being near a major 

attachment figure.
7. Repeated nightmares involving the theme of separation.
8. Repeated complaints of physical symptoms (e.g., headaches, stomachaches, nausea, vomiting) when 

separation from major attachment figures occurs or is anticipated.
B. The fear, anxiety, or avoidance is persistent, lasting at least 4 weeks in children and adolescents and typically 

6 months or more in adults.
C. The disturbance causes clinically significant distress or impairment in social, academic, occupational, or other 

important areas of functioning.
D. The disturbance is not better explained by another mental disorder, such as refusing to leave home because of 

excessive resistance to change in autism spectrum disorder; delusions or hallucinations concerning 
separation in psychotic disorders; refusal to go outside without a trusted companion in agoraphobia; worries 
about ill health or other harm befalling significant others in generalized anxiety disorder; or concerns about 
having an illness in illness anxiety disorder.



PTSD
A. Exposure to actual or threatened death, serious injury, or sexual violence in one (or more) of the following ways:

1. Directly experiencing the traumatic event(s).
2. Witnessing, in person, the event(s) as it occurred to others.
3. Learning that the traumatic event(s) occurred to a close family member or close friend. In cases of actual or threatened death of a family member or friend, the event(s) must have been violent or accidental.
4. Experiencing repeated or extreme exposure to aversive details of the traumatic event(s) (e.g., first responders collecting human remains; police officers repeatedly exposed to details of child abuse).

Note: Criterion A4 does not apply to exposure through electronic media, television, movies, or pictures, unless this exposure is work related.

B. Presence of one (or more) of the following intrusion symptoms associated with the traumatic event(s), beginning after the traumatic event(s) occurred:
1. Recurrent, involuntary, and intrusive distressing memories of the traumatic event(s).
Note: In children older than 6 years, repetitive play may occur in which themes or aspects of the traumatic event(s) are expressed.
2. Recurrent distressing dreams in which the content and/or affect of the dream are related to the traumatic event(s).
Note: In children, there may be frightening dreams without recognizable content.
3. Dissociative reactions (e.g., flashbacks) in which the individual feels or acts as if the traumatic event(s) were recurring. (Such reactions may occur on a continuum, with the most extreme expression being a complete loss of awareness of present surroundings.)
Note: In children, trauma-specific reenactment may occur in play.
4. Intense or prolonged psychological distress at exposure to internal or external cues that symbolize or resemble an aspect of the traumatic event(s).
5. Marked physiological reactions to internal or external cues that symbolize or resemble an aspect of the traumatic event(s).

C. Persistent avoidance of stimuli associated with the traumatic event(s), beginning after the traumatic event(s) occurred, as evidenced by one or both of the following:
1. Avoidance of or efforts to avoid distressing memories, thoughts, or feelings about or closely associated with the traumatic event(s).
2. Avoidance of or efforts to avoid external reminders (people, places, conversations, activities, objects, situations) that arouse distressing memories, thoughts, or feelings about or closely associated with the traumatic event(s).

D. Negative alterations in cognitions and mood associated with the traumatic event(s), beginning or worsening after the traumatic event(s) occurred, as evidenced by two (or more) of the following:
1. Inability to remember an important aspect of the traumatic event(s) (typically due to dissociative amnesia and not to other factors such as head injury, alcohol, or drugs).
2. Persistent and exaggerated negative beliefs or expectations about oneself, others, or the world (e.g., “I am bad,” “No one can be trusted,” “The world is completely dangerous,” “My whole nervous system is permanently ruined”).
3. Persistent, distorted cognitions about the cause or consequences of the traumatic event(s) that lead the individual to blame himself/herself or others.
4. Persistent negative emotional state (e.g., fear, horror, anger, guilt, or shame).
5. Markedly diminished interest or participation in significant activities.
6. Feelings of detachment or estrangement from others.
7. Persistent inability to experience positive emotions (e.g., inability to experience happiness, satisfaction, or loving feelings).

E. Marked alterations in arousal and reactivity associated with the traumatic event(s), beginning or worsening after the traumatic event(s) occurred, as evidenced by two (or more) of the following:
1. Irritable behavior and angry outbursts (with little or no provocation) typically expressed as verbal or physical aggression toward people or objects.
2. Reckless or self-destructive behavior.
3. Hypervigilance.
4. Exaggerated startle response.
5. Problems with concentration.
6. Sleep disturbance (e.g., difficulty falling or staying asleep or restless sleep).

F. Duration of the disturbance (Criteria B, C, D, and E) is more than 1 month.

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

H. The disturbance is not attributable to the physiological effects of a substance (e.g., medication, alcohol) or another medical condition.



Posttraumatic Stress Disorder for Children 6 Years and Younger

A. In children 6 years and younger, exposure to actual or threatened death, serious injury, or sexual violence in one (or more) of the following ways:
1. Directly experiencing the traumatic event(s).
2. Witnessing, in person, the event(s) as it occurred to others, especially primary caregivers.

Note: Witnessing does not include events that are witnessed only in electronic media, television, movies, or pictures.
3. Learning that the traumatic event(s) occurred to a parent or caregiving figure.

B. Presence of one (or more) of the following intrusion symptoms associated with the traumatic event(s), beginning after the traumatic event(s) occurred:
1. Recurrent, involuntary, and intrusive distressing memories of the traumatic event(s).

Note: Spontaneous and intrusive memories may not necessarily appear distressing and may be expressed as play reenactment.
2. Recurrent distressing dreams in which the content and/or affect of the dream are related to the traumatic event(s).

Note: It may not be possible to ascertain that the frightening content is related to the traumatic event.
3. Dissociative reactions (e.g., flashbacks) in which the child feels or acts as if the traumatic event(s) were recurring. (Such reactions may occur on a continuum, with the most extreme expression being a complete loss of awareness of present 

surroundings.) Such trauma-specific reenactment may occur in play.
4. Intense or prolonged psychological distress at exposure to internal or external cues that symbolize or resemble an aspect of the traumatic event(s).
5. Marked physiological reactions to reminders of the traumatic event(s).

C. One (or more) of the following symptoms, representing either persistent avoidance of stimuli associated with the traumatic event(s) or negative alterations in cognitions and mood associated with the traumatic event(s), 
must be present, beginning after the event(s) or worsening after the event(s):

Persistent Avoidance of Stimuli
1. Avoidance of or efforts to avoid activities, places, or physical reminders that arouse recollections of the traumatic event(s).
2. Avoidance of or efforts to avoid people, conversations, or interpersonal situations that arouse recollections of the traumatic event(s).

Negative Alterations in Cognitions
1. Substantially increased frequency of negative emotional states (e.g., fear, guilt, sadness, shame, confusion).
2. Markedly diminished interest or participation in significant activities, including constriction of play.
3. Socially withdrawn behavior.
4. Persistent reduction in expression of positive emotions.

D. Alterations in arousal and reactivity associated with the traumatic event(s), beginning or worsening after the traumatic event(s) occurred, as evidenced by two (or more) of the following:
1. Irritable behavior and angry outbursts (with little or no provocation) typically expressed as verbal or physical aggression toward people or objects (including extreme temper tantrums).
2. Hypervigilance.
3. Exaggerated startle response.
4. Problems with concentration.
5. Sleep disturbance (e.g., difficulty falling or staying asleep or restless sleep).

E. The duration of the disturbance is more than 1 month.

F. The disturbance causes clinically significant distress or impairment in relationships with parents, siblings, peers, or other caregivers or with school behavior.

G. The disturbance is not attributable to the physiological effects of a substance (e.g., medication or alcohol) or another medical condition.



Obsessive-Compulsive Disorder
A. Presence of obsessions, compulsions, or both:

Obsessions are defined by (1) and (2):
1. Recurrent and persistent thoughts, urges, or images that are experienced, at some time during the disturbance, as intrusive and 

unwanted, and that in most individuals cause marked anxiety or distress.
2. The individual attempts to ignore or suppress such thoughts, urges, or images, or to neutralize them with some other thought or 

action (i.e., by performing a compulsion).
Compulsions are defined by (1) and (2):
1. Repetitive behaviors (e.g., hand washing, ordering, checking) or mental acts (e.g., praying, counting, repeating words silently) that 

the individual feels driven to perform in response to an obsession or according to rules that must be applied rigidly.
2. The behaviors or mental acts are aimed at preventing or reducing anxiety or distress, or preventing some dreaded event or 

situation; however, these behaviors or mental acts are not connected in a realistic way with what they are designed to neutralize or 
prevent, or are clearly excessive.

Note: Young children may not be able to articulate the aims of these behaviors or mental acts.
B. The obsessions or compulsions are time-consuming (e.g., take more than 1 hour per day) or cause clinically 

significant distress or impairment in social, occupational, or other important areas of functioning.
C. The obsessive-compulsive symptoms are not attributable to the physiological effects of a substance (e.g., a drug of 

abuse, a medication) or another medical condition.
D. The disturbance is not better explained by the symptoms of another mental disorder (e.g., excessive worries, as in 

generalized anxiety disorder; preoccupation with appearance, as in body dysmorphic disorder; difficulty discarding or 
parting with possessions, as in hoarding disorder; hair pulling, as in trichotillomania [hair-pulling disorder]; skin 
picking, as in excoriation [skin-picking] disorder; stereotypies, as in stereotypic movement disorder; ritualized eating 
behavior, as in eating disorders; preoccupation with substances or gambling, as in substance-related and addictive 
disorders; preoccupation with having an illness, as in illness anxiety disorder; sexual urges or fantasies, as in 
paraphilic disorders; impulses, as in disruptive, impulse-control, and conduct disorders; guilty ruminations, as in 
major depressive disorder; thought insertion or delusional preoccupations, as in schizophrenia spectrum and other 
psychotic disorders; or repetitive patterns of behavior, as in autism spectrum disorder).
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