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Introduction

* Why change the DSM?

* The purpose of a
diagnosis

The DSM Over Time;
The Past Tells a Thousand Stories

s * The International

T e m——— Classification of
DOMHIIlEe e Disease (ICD) and the
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IOV \

- DSMEIV e
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DSM-5 Development

> 1999-2008, Initial organizing activities and 13 planning conferences
» 2006, David Kupfer named chair of DSM-5 Task Force
> 2007-2008, 13 work groups formed to develop draft
» February, 2010, First draft posted online/public comment period opens
» May, 2011, Second draft posted/public comment period opens
» 2010-2012, Field trials are run
* Large academic medical settings
* Routine practice settings

, 2012, Third draft posted/public comment period

inal reviews of proposals

Diagnosis 1n Transition

7/2/13



Major Innovations of DSM-5

+ ICD/DSM harmony

¢ Discontinuation of
multiaxial system

DSM-5 Sections

e Section I: DSM-5 Basics

— Introduction

— Use of Manual
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What is a mental disorder?

» Key features:

drome of symptoms and signs
kind of disturb i

Organization within Chapters

» Diagnostic Criteria for particular disorder
— Subtypes and Specifiers
— Coding and Recording Procedures
lanatory text information
ic features



Use of the Manual

DSM-5 uses a single axis system that combines the
former Axis I-III codes:

— Mental Disorders
— Medical Disorders

ther Conditions that May be the Focus of Clinical
ion (e.g., V-Codes)

1.
2,

3.

Steps in Writing a Diagnosis

Locate the disorder that meets criteria

Write out the name of the disorder:
—  Ex.: Posttraumatic Stress Disorder

Now add any subtype or specifiers that fit the presentation:
—  Ex.: Posttraumatic Stress Disorder, with dissociative symptoms, with
delayed expression

code number (located either at the top of the cri
es or specifiers):
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Sample DSM-5 Diagnoses

Example 1
42 Bipolar I Disorder, current episode manic
rate severity, with mixed fe

Diagnostic Tip

* Your diagnosis should be made in the context
an overall case formulation that inclu
ocial assessment
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Reactions to the DSM-5

Neurodevelopmental Disorders

+ Highlights:
— New chapter
— Intellectual Disability

replaces Mental
Retardation

— Revised
Communication
Disorders

— Introductio
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Organization of Chapter

* Intellectual Disability (Intellectual
evelopmental Disorder)

ication Disorders

Autism Spectrum Disorder

* What's different?

sential features:
irment in social interaction and soci
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Attention-Deficit/ Hyperactivity
Disorder (ADHD)

» Essential features:

— Symptom threshold: At least 6 symptoms of
attention and/or 6 symptoms of hyperactivi
that have lasted at lea

ADHD Coding

* Presentations replace subtypes
» Code by presentation:

Combmed presentation
inantly 1nattent1ve presentatlon

10
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ADHD Symptoms in Adults

* Significant difficulty focusing attention (meetings, lectures,
conversations, reading)
ten forgetful in daily activities (returning calls, attendi
ings, paying bills)
d changes conversatio

ADHD Issues

* Be sure that the assessment includes
ultiple informants and multiple

11



Schizophrenia Spectrum and Other

Psychotic Disorders
* Highlights:

— Introduces the
Schizophrenia Spectrum
— Order reflects severity

— Catatonia can be coded as a
separate disorder or
specifier

— Schizoaffe

Organization of Chapter

Schizotypal Personality Disorder

Delusional Disorder

Brief Psychotic Disorder

Schizophreniform Disorder

Schizophrenia
izoaffective Disorder

7/2/13
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Schizophrenia

» Essential features:

— Active phase that lasts at least a month. Two or more of the followi
e present, with at least one being 1, 2 or 3:

Schizophrenia Coding

e There are no longer any subtypes so there is only one code,
295.90 (F20.9) S y Subtyp Y

specify course (if symptoms have lasted longer

13



Other Schizophrenia Spectrum
Disorders

* Delusional Disorder
— Essential feature: Presence of a delusion that lasts at least a month
— Functioning: Not markedly impaired

on rule-outs: Mood disorder with psychotic featu
ia spectrum disorder, OCD or bod

Other Schizophrenia Spectrum
Disorders

* Schizophreniform Disorder
— Active phase of at least a month
mptoms last less than six months

isorder

7/2/13

14



Bipolar Disorders and Related
Disorders

+ Highlights:
— Bipolar Disorders and
Depressive Disorders are
separate chapters

Types of Mood Episodes

* Manic Episode
— Essential feature: Distinct period of elevated mood and
increased activity /energy lasting at least a week

- Syn?p(tfm count: Three other manic symptoms during that
erio

t: The mood disturbance is severe

7/2/13
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Organization of Chapter

* Bipolar I Disorder
ipolar II Disorder

Bipolar I Disorder

* Essential Feature: History of a manic
isode which is usually accompanied
es of mood episodes

16
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Coding Bipolar I

Coding steps:
1. Start with noting the most recent mood episode from these options:
- Bipolar I, current or most recent episode manic
- Bipolar I, current or most recent episode hypomanic
ipolar I, current or most recent episode depressed
urrent or most recent episode unspecified

Bipolar I Specifiers

e With anxious distress
With mixed features
id cycling

17
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Bipolar I Disorder

* Essential Feature: History of a major
epressive episode and a hypomamc

Coding Bipolar II Disorder

Coding:

1. There is only one code. Note by current mood episode:
- Bipolar II Disorder, current episode depressed
- Bipolar II Disorder, current episode hypomanic
tate the severity level (mild, moderate or severe)

t eplsode no longer meets full criteria, s
or in full remission

18



Case Example

Carol is a 21 year-old junior in college who lives alone and is self-
referred. For the past four months she reports being “really depressed
and hopeless.” She feels tired throughout the day but has trouble
falling asleep at night. In session, she speaks very slowly, responds
with brief answers and has poor eye contact. Her socializing is limited
to talking with friends after class. She is having a hard time attending
class and worries that she could flunk out.

Her history indicates that this is her first depressive episode. However,
st semester she had a period of about two months in which she felt
“energized.” She would work tirelessly all day and th.
rs of sleep. She remembers tginkm that

Depressive Disorders

+ Highlights:
— Chronic depressive
spectrum introduced

— Changes to Major
Depression

* Elimination o

7/2/13

19



Organization of Chapter

* Disruptive Mood Dysregulation Disorder
Major Depressive Disorder
istent Depressive Disorder

Disruptive Mood Dysregulation
Disorder (DMDD)

* Rationale for adding new disorder
* Essential feature: Severe temper outbursts with
underlying persistent angry or irritable mood
mper outburst frequency: Three or more time a we
jon: Temper outbursts and the persis

7/2/13

20



Issues with DMDD

» Was it ready for prime time?

hat are the treatment implications?
irically supported treatments

Major Depressive Episode

* Essential features: Either depressed mood or
loss of interest or pleasure plus four other
ressive symptoms

east two weeks

7/2/13
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Rationale for Discontinuing the
Bereavement Exclusion

* The symptoms of bereavement are similar to
other major losses

month limit created the im

Grief vs. a Major Depressive
Episode in DSM-5 (p. 161)

Grief Major Depression

* Dominant affect is feelings of + Dominant affect is depressed
tiness and loss

22
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Diagnosing Major Depressive Disorder

Diagnostic Criteria:

Meets criteria for a Major Depressive Episode

Symptoms cause clinically significant distress or impairment

Not due to a psychotic disorder, substance, medication or medical condition
*  No history of a Manic or Hypomanic Episode

whether it is a single episode or recurrent (see columns in
isorder, single episode

Other Depressive Disorders

* Persistent Depressive Disorder
— Rationale for changes
eral criteria

23



Diagnosis Case

Mr. Lee comes to you because he feels “unbelievably
blue.” For the past four weeks he has felt tired all the
time and cries periodically throughout the day. He
orts that he does not feel like doing anything and
ost of his time at home. He has taken an
e of absence from his job i

Anxiety Disorders

 Highlights:
— New organization of
former Anxiety Disord
chapter

7/2/13
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Organization

* Separation Anxiety Disorder

* Selective Mutism

ecific Phobia
iety Disorder (Social Phobi

Agoraphobia: Essential Features

 Fear/anxiety about two or more of the following
situations:

ing public transportation (cars, planes, trai
spaces (parking lots

7/2/13
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Obsessive-Compulsive and Related
Disorders

— OCD
— Body Dysmorphic
Diso};‘de}; =
— Hoarding Disorder

— Trichotillon

Body Dysmorphic Disorder

* Essential feature: Preoccupation with perceived bodily defect
that appears slight or is not observable to others

* Repetitive acts in response to ap}iearance concerns (e.g.,
mirror checking, reassurance seeking)

* Rule-out: Not due to weight concerns related to an eating

isorder

ify if present: With muscle dysmorphia
insight about body belief:

7/2/13
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Trauma- and Stressor-
Related Disorders

+ Highlights
— New chapter for
disorders rele

Organization of Disorders

e Reactive Attachment Disorder
Disinhibited Social Engagement Disorder
matic Stress Disorder

27



Posttraumatic Stress Disorder

Essential feature: Significant reaction to serious traumatic event that involves
actual or threatened death, serious injury or sexual violation

DSM-5 specifies how event has to be experienced:
1. Directly experiencing
2. Witnessing in person
. Learning the event happened to a close family member or frien
ated exposure to aversive details of event (e.g., first
four general groups:

Posttraumatic Stress Disorder
for Children 6 Years and Younger

Separate criteria set which mirrors PTSD criteri
ifference is that criteria C and D

7/2/13
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Diagnostic Exercise

Ms. Allen is a 39-year-old African American who comes to
treatment after witnessing the death of her best friend in an
auto accident about five weeks ago. The car that they were
driving in was struck head on by a drunk driver, sending her
friend through the windshield. Immediately after the accident
she tried to revive her friend but was unable to, and she was
pronounced dead at the scene by medics. Since the accident,
she has had two panic attacks when she has tried to drive by
elf. As a result, she becomes anxious at the thought of
here. The only way that she can go to
ives her. oughout

Feeding and Eating Disorders

+ Highlights
— New title and
organization

— Avoidant/Restrictive
Food Intake Disorder
added

7/2/13
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Organization of Chapter

Restrictive Food Intake Di

Avoidant/Restrictive Food Intake
Disorder

* Essential feature: Avoidance or restriction of
food intake due to

ck of interest

7/2/13
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DSM-5 Changes

Anorexia Nervosa Bulimia Nervosa

* Significantly low body * Reduced the threshold fo
ight replaces below binging and
compensat:

Binge-Eating Disorder

* Essential feature: Recurrent episodes of binge eating
in which there is a sense of lack of control

o Eating disturbance: Causes marked distress and is

ssociated with at least three ways eating is
ed
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Disruptive, Impulse-Control and
Conduct Disorders

+ Highlights
— Reorganization of
externalizing problem
— ODD criteria ¢

Organization of Chapter

* Oppositional Defiant Disorder

* Intermittent Explosive Disorder

* Conduct Disorder

Antisocial Personality Disorder
nia

7/2/13
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ODD

* Essential feature: Angry or irritable mood, defiance
argumentative behavior or vindictiveness

hreshold: At least four sympt

Conduct Disorder

* Essential feature: A repetitive pattern of violating the rights of others
or age-appropriate norms

tom threshold: Three symptoms in past 12 months
sion toward people and animals

7/2/13
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Substance-Related and Addictive
Disorders

» Highlights
— New chapter title
— Two types of disorde

¢ Substance use

Substance Categories in DSM-5

* Alcohol
» Caffeine
e Cannabis

7/2/13
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Alcohol Use Disorder

Essential feature: Problematic pattern of alcohol use leads to clinically
significant distress or impairment

Symptom threshold: At least two of the following in a 12-month period:
1. Taken in larger amounts or over longer period of time than intended
2. Persistent desire or efforts to cut down or control use
3. Much time taken obtaining, using or recovering from substance
4. Cravings or a strong desire or urge to use a substance (new criteria)
5. Recurrent use resulting in failure to fulfill role obligations (work, school, or home)
6
7
8

. Continued use despite social and interpersonal problems

. Social, occupational, or recreational activities reduced due to alcohol

. Recurrent use in hazardous situations
tinued use despite physical or psychological problems due to subs

Behavioral Addiction in DSM-5

» Rationale

* Why Gambling
Disorder was
included

Section III: Interne

7/2/13
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Neurocognitive Disorders

+ Highlights:

— Forget “dementia”

— Introduction of
Neurocognitive
Disorders

* The PD Work Group proposed
sweeping changes:
— New definition
— Rating scale for PD
— Reducing subtypes from 10 to 6
— Introducing a trait rating sys
* DSM-5 Personality In

7/2/13
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Organization

* Odd/Eccentric Cluster
— Paranoid Personality Disorder
— Schizoid Personality Disorder
Schizotypal Personality Disorder
ional/Erratic Cluster
ity Disorder

Other Conditions That May Be the

Focus of Clinical Attention

* These are ICD-9 V-codes and ICD-10 Z and other codes
» Categories:
— Relational problems
se and neglect
r occupational problems

7/2/13
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Section III: Assessment Measures
and the Cultural Interview

* Rationale for including these measures
* Types assessment measures
— Cross-Cutting Symptom Measures

* Level 1 (see pages 738-741)
* Level 2 (available online, site listed below)

— Clinician Rated Dimensions of Psychosis Symptom Severity
e 743-744)

Final Thoughts

 Diagnosis at a
crossroad

7/2/13
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DSM-5 Organization
Section I: DSM-5 Basics (Introduction and Use of Manual)
Section II: Diagnostic Criteria and Codes

e Neurodevelopmental Disorders

* Schizophrenia Spectrum and Other Psychotic Disorders

* Bipolar and Related Disorders

* Depressive Disorders

 Anxiety Disorders

* Obsessive-Compulsive and Related Disorders

 Trauma- and Stressor-Related Disorders

* Dissociative Disorders

» Somatic Symptom and Related Disorders

* Feeding and Eating Disorders

* Elimination Disorders

* Sleep-Wake Disorders

* Sexual Dysfunctions

* Gender Dysphoria

* Disruptive, Impulse Control and Conduct Disorders

* Substance-Related and Addictive Disorders

* Neurocognitive Disorders

* Personality Disorders

* Paraphilic Disorders

* Other Mental Disorders

* Medication Induced Movement Disorders and Other Adverse Effects of
Medication

* Other Conditions that May be the Focus of Clinical Attention (e.g., V-codes)

Section III: Emerging Measures and Models

* Assessment Measures

* Cultural Formulation

* Alternative DSM-5 Model for Personality Disorders

* Conditions for Further Study (e.g., Attenuated Psychosis Syndrome, Persistent
Complex Bereavement Disorder, etc.)

Appendix
* Highlights of changes from DSM-IV to DSM-5

* Glossary of Cultural Concepts of Distress (Cultural Interview Outline)
* ICD-9 and ICD-10 codes for DSM-5 disorders
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