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JISIVI=5 Overview: Impossible in 1 hour

as Introduced in May 2013 with
hanges from the DSM-IV-

acture: Highlight differences between the
and the DSM-IV-TR




earning Objectives
gories of DSM-5 diagnoses

M-5 disorders

sorders have been

n which DSM-5
ated or renamed

are diagnostic criteria for disorders
that have been modified from DSM-IV-TR to
DSM-5




imited: What | have left out

vs of DSM-5 are 4-5 hours

1 online version):
hange
pediatric diagnoses
agnoses “Due to Another Medical Condition”

stance/Medication-Induced Versions of Disorders

= Very fast: sorry, no guestions

m All info I1s In Overview of DSM-5 pdf file (220 slides) on S
drive or my site (330 slides)




-0 Principles and Issues

opinion backed by some

"olo_qical marker {ests exist for any
9 diagnosis (except for NCDs).

nization of text with ICD

= Reduction of use of old NOS specifier




Controversies




-5: Controversy; some opinions

hairman, DSM-1V): “Authoritarian Drug
hat Unfairly Labels Ever More

-5: Diagnoses are still based on a consensus
clusters of clinical symptoms, not any objective
tory/biological measures

atic overlapping symptomology of its
categorical method and near-universal co-morbidity

= “Orwellian bilge”




eal world rates unknown

request by 30 Mental Health
Independent scientific peer review.

SM on rates In real world

DSM-5 revisions or additions lack empirical
{

Test-retest reliability is low for many disorders
(MDD, GAD)




Overpathologization

1 ISSIOH creep’ In expansive
g in false positives and overuse

e rates may increase because of
)lds for certain dxs (ADHD, M-NCD, DMDD)
o loose

= \With more diagnosed pathology comes more
medication




BONTIctorInterest: Extensive connections between
PSIVIESWOorkgroup members and the pharmaceutical
industry

APA responded that
72% had no connections.

o L Cosgrove and S Krimsky, 2012



gest concerns

tism Spectrum Disorder (& no more

exclusion” for MDD

Isorder

lve Mood Dysrequla

d psychosis syndrome (moved to S-lil)

nal nature of Personality Disorders (moved to S-lll)

Despite criticisms, you are stuck with it given its universal
- usage for insurance coding in USA



S Coding is not DSM-5; it’s ICD-9

e HIPAA-compliant code set for billing
SA

Imbers were |CD-9:
pression, Moderate)

pding will be ICD-10"Letter + ##.%# (F32.1) in grey

both ICD-9-CM and ICD-10-CM codes
2 the diagnostic names: 296.22 (F32.1)

DSM-IV/ICD-9 codes disappear in Oct., 2015; only F32.1;
en rest of world converts to ICD-11

= |ICD names listed in () on my slides




T L OYSAA - DAGNOSTE AR SIHSHEAFS - ==
t, : : ¥ § "" = ‘“ o e :.__._":_z-"‘ 3§ -'i.?"-"“,.' ~‘. “
r Lo i am S O
)
EACNORHC ANLSITISTK Al
f \\NJ(H\ﬂ\IIl)H)&Hh
| b
l

M I HAGNOSTIC AND STATISTICAL .
DSM I \/ MANUAL OF MENTAL DISORDERS |

DL (NS [V VRS (= ¥ § B SF§ 1S5 SR —

- DIAGNOSTIC AND STATISTH
DSM- 5 MANUAL OF MENTAL DISO
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1952: DSM-|
1968: DSM-I|

1980: DSM-III

1987: DSM-III-R

1994: DSM-IV

2000: DSM-IVTR

2013: DSM-5

[ Versions In 62 years; 14 years since last



ort History of the DS

2), 106 disorders, 132 pp, psychodynamic

rs, 134 pp, lacked specification of specific

(1980) and DSM-III-R (1987), 265/292 disorders, 494/567 pp,
used on standardization of diagnostic categories by linking
specific criteria or symptom clusters; Multiaxial classification

DSM-1V (1994) and DSM-IV-TR (2000), 297 disorders, 886 pp,
relatively minor changes

= DSM-5 (2013): 157 disorders (+65 other & unspecified), 947 pp




Why?

. A help to assessment of patients, not just

Ized knowledge o nt disorders

| descriptor from an etiological standpoint; not from
netic marker description: 1.e. not why schizophrenia,

no treatment quidelines: but clearly starts process

FOCUS on Psychiatric orientation; no neuropsychological deficits
.. PSYChOoSIS In schizophrenia, not its cognitive deficits which
predict outcome




Arabic 5 instead of Roman V

ows for revision numbering

$103 paperback on Amazon (but used
or $33)

)I correct # codes before purchase
- = Desk Reference: $18



Order of Chapters

apters (19 major diagnoses)
d on disorders’ apparent
nother, as reflected by
arities in disor underlying
rabilities and symptom characteristics.

5 arranged to align with ICD-11




3 sections + Appendix

SICS: Intro, how to use manual

iteria & Codes:
with diagnostic criteria

categorical se

Emerging Measures & Models:
,essment tools,
tural formulation,

nsional model of Personality Disorders,
= further study psych. conditions

= Appendix: Summary of changes from DSM-IV,
2 glossaries, tables of diagnoses




SECtion I (22 _trers, 19 diagnostic classes):
sotping of Diagnostic Categories

3risks = new dx)

disorders

d primary psychotic disorders
d Related Disc
‘e Disorders
orders
Compulsive Spectrum
auma- & Stressor- Related Disorders
8. Dissociative Disorders




Section Il

& Related Disorders
isorders

ation Disorde
Wake Disorders
ysfunctions
Dysphoria

. Disruptive, Impulse-Control, & Conduct Disorders




Section 2

lated & Addictive Disorders
Isorders

hilic Disorders
Mental Disorders

ation-Induced Movement Disorders &
Adverse Effects of Medication

. Other Conditions That May Be a Focus of
Clinical Attention



‘egry 22: Other Conditions
OIOAXIs |V; V codes; new Z codes):

ems Related to Crime or Interaction with
al System
‘Health Service Encounters

= Problems Related to Other Psychosocial,
Personal, and Environmental Circumstances

m Other Circumstances of Personal History



~ Section Ill Disorders:
VIBYEYRESearch needed for 8 diagnoses

IS syndrome

: vith short-duration hypomania
ent comple ement disorder
gaming disorder :
use disorder

navioral disorder associated with prenatal alcohol

oehavioral disorder
al self-injury

@ Section 3 disorders generally won't be reimbursed by
Insurance companies for treatment, since they are still
undergoing research and revision to their criteria.



ISIVI=5 Information Layout for Each Diagnosis

catures
edures

elated diagnostic issues
ender-related diagnostic issues
Diagnostic markers

= Suicide risk

= Functional consequences

= Differential diagnosis

= Comorbidity



ecommendations

agnoses that you diagnose the most;
do 1stimpression dx, not criteria list

archable tool: DSM-5 Diagnostic Criteria Mobile
PA ($70) app for iPad

1 Best critical and reasonable approach: The Intelligent
. Clinician’'s Guide to the DSM-5 by Joel Paris






DSM-5 Shifts
tion (i.e. Paraphilias vs.

e Develop Perspective
Dimensional Perspective

iral & Gender Awareness

ed to reduce NOS designation

ck on number of disorders per individual
by use of specifiers




lost Significant Changes

dable diagnhostic measurement

sing on relatedness of
oses (I.e. schizophrenia & bipolar)

toward a “living” document with more
t updates

= Attempt to make it evidence based




opmental Perspective

lagnostic class, disorders arranged so
lly diagnosed in childhood listed

childhood, or adolescence” section; Many
gnoses with both child and adult version

= The "‘Development and Course” section for each
disorder reflects a lifespan approach




Dimensional Approach

Ing toward a more dimensional
categorization

disorders are dimensional not just
orical: "How much™ vs. "yes or no”; severity

Failed where needed most. Overly complex
attempt at dimensional assessment of
Personality Disorders; put in Section Il




ctrum emphasis

eral groups are structured or discussed
ers based on known causes

levels of severity
rum and Other Psychotic

a- and Stressor- ted Disorders
nd Major Neurocognitive Disorders

es that are related are placed close together,
[ follows schizophrenia, dissociation &
Isorders

= Addition of severity specifiers: Mild, Moderate, Severe




Seware l‘ ual & Coding Errors

ophilia is not an “orientation”: should
al interest.”



Vittiaxial System Gone: Use Z codes

1| system (& no more axis |l PDs)

xial listing of diagnoses in sequential listing
d IV problem list with ICD-9 V or ICD-10 Z codes

= Axis 1 vs. Axis
= Axis lll inconsistently used
~ = Axis V unreliable and arbitrary



No more GAF

-100) disabllity rating (formerly

laced with option
lity/level of function
ers (Sect Ill).

parate severity and
easures for individual

Option: World Health Organization’s Disability
Assessment Schedule (WHODAS) — WHO
Disability Scale available in assessment section

= 6 disability rating domains (client’'s perspective)




\0 more NOS:
nspecified Disorder

ot otherwise specified);
new specifiers placed ahead of

épecified” disorder: u state reason why full
not met, 1.e. insufficient sxs, duration not met

pecified Depressive Disorder 311 (F32.8), does not
t duration criteria

= “Unspecified” disorder: if clinician does not provide
reason

s Unspecified Personality Disorder 301.9 (F60.9)




sample: DSM-IV vs. DSM-5

DSM-IV DSV-5

Axis | 299.80 Pervasive Developmental 315.39 Social (Pragmatic)

Disorder- Not Communication Disorder
Otherwise Specified

314.01  Attention Deficit/

314.01 Attention Deficit/Hyperactivity

Hyperactivity
Disorder, Combined Disorder, Combined
Type (Provisional) (Provisional)

315.31 Expressive Language

Disorder (Provisional)

interpersonal
difficulties




Sample: DSM-IV vs. DSM-5

DSM-IV DSM-5

Axis| 295.30 Schizophrenia, Paranoid 295.90 Schizophrenia
Type |

Axis Il 301.20 Schizoid Personality 301.20 Schizoid Personality Disorder
Disorder (premorbid) (premorbid)

Axis Il None reported

Axis IV Unemployment,

inadequate social support

AxisV GAF = 30 (current)



‘Changes in DSM-5

equire presence of distress or
just presence of abnormality)

acifiers (unique features);

after dx na
uct disorder, with limited prosocial emotions
- with anxious distress

ional dx (follows dx in (provisional); if not
Jinfo available

- Exclusions, I.e. not due to substance abuse



r

ecording DSM-5 Diagnoses

btypes:

ecific, that are mutually
usive (specity type)

Izophrenia, episode, currently in
te episode ‘

Schizophrenia, Multiple episodes,
rently in acute episode

geclfiers are not mutually exclusive
= With anxious distress,
- = with seasonal pattern, etc.




ecording DSM-5 Diagnoses

oses OK; on separate lines

Ing to importance (add
_or “(reason for visit)”

, also main focus of TX
ent: principal dx; reason for admission

= with subtype
- 8 Bipolar I, 296.41 (F31.11), Mild with rapid cycling
= 0or level of severity

= |ntellectual Disability, 317 (F70), Mild




10stic Uncertainty: Read online

osis preferred rather than a
Inically indicated.

sychotic, otherwise unclear)
s V//Z-codes (insufficient info)

= |f a mental disorder is not present, V71.09 can be
used.



_ e/Medication-Induced
Versions of Disorder

Isorder has a
ation-Induced Version of

der Sxs prese
ce (hx, PE, lab):

veloped during/soon after substance
ication/withdrawal, medication exposure

ance/medication capable of producing sx

m‘ Code: with or without use disorder



_ Dlrect v hophyS|oIog|caI consequence of another medical
condition

" Code: with or without use disorder



1€ (Dearly?)Departed:
'd or Consolidated Diagnoses

order (gone)
now a feature of neurocognitive disorders)
vV a subtype of dissociative amnesia)

chondriasis (cases nc

| ided between Somatic Symptom
2r and lliness Anxiety Disc

= Gender Ientity Disorder (now Gender Dysphoria)
Sexual Aversion Disorder (gone)
= Polysubstance-Related Disorder (gone)



sraduation Day:
VIoViNng On Up (and out of the Appendix)

menstrual Dysh lood Disorder
eurocognitive Disorder
ne Withdrawal

lous Disorder by Proxy (now Factitious
disorder imposed on another)



Kids on the Block:
20 New Diagnoses

tal Delay
gulation Disorder (DMDD)

Disorder
(Skin-Picking Disorder)

d Social Engagement Disorder
estrictive Food Intake Disorder

= Social (Pragmatic) Communication Disorder
= Restless Leg Syndrome



Kids on the Block:
New Diagnoses 2

Dysphoric Disorder
order
1t Sleep Behavior Disorder

eep Apnee _
ated Hypoventilation

5S Legs Syndrome

Ine Withdrawal

1e Withdrawal

B Cannabis Withdrawal

= Major and Mild Neurocognitive Disorder




signation for Changes

23S renamed - *

agnostic criteria modified
agnoses comk
everity & feature specifiers added




early development

ed by developmental deficits that produce
of personal, social, academic, or occupational



Neurodevelopmental

formulation of DSM-IV
lly First Diagnosed In
, or Adolescence’

ancy, Childh

=0 Increasing emphases on:
urobiological bases of mental disorders

= developing understanding that abnormal
brain development underlies many types
of disorders




Intellectual Disability
Intéllectual Developmental Disorder)

etardation"
isability (Intellectual Developmental

compliant and a federal statue in the United States
Law 111-256, Rosa’s Law) replaces the term
l retardation” with intellectual disability.

sed emphasis on |Q (old only <70 IQ criteria),
sed emphasis on adaptive function

A. Deficits in intellectual functioning (must do Q)

B. Deficits in adaptive functioning

C. Onset during developmental period

Severity level determined by adaptive functioning (not 1Q);

s Mild, Moderate, Severe, Profound (based on deficits in
conceptual, social, practical domains)




shildhood-Onset Fluency Disorder
(Stuttering)

ning of speech that causes anxiety about
g or limits effective communication, social
Ipation, etc.

. es anxiety
= C. Onset In early development period
~m |f later onset = Adult-onset Fluency Disorder



are no repetitive patterns or restricted
tS 1.e. do not meet criteria for ASD

- o Replaces PDD, NOS
= C. Onset in early development period




,.\Jﬁg; spectrum Disorder
munication Disorder

IS\ tedisorders are now a single
| W|th differen 2ls of symptom severity in

dreas

Asperger's Disorder (no more)

Pervasive Developmental Disorder NOS

= Childhood Disintegrative Disorder

= Rett’'s Disorder (now neurological disorder)




m Spectrum Disorder
communication Disorder 2

Iprocal social communication and
ltiple contexts

pattern of behavior, interests, &

rly developmental period

evel 1 (least) to 3 (most severe): how
Upport needed; level of intervention)

= Specifiers: with Intellectual Impairment, language
Impairment, etc.




SN DSIVI-5 Affect Autism Diagnosis? A Systematic
iterature Review and Meta-analysis

omparison effects:
d a statistically significant .

W ' DSM-IV-TR

st €DC stats: ASD = 1 in 68 children; 5
* limes more common among boys (1 in 42) than
~among girls (1 in 189).

Kristine M. Kulage, et al., 2013



Aftention-Deficit/Hyperactivity Disorder

n of 6 sxs of 9 inattention and/or 6 symptoms of 9
more examples given)

5 sxs of hyperactivity-impulsivity

= Code for severity (based on # of sxs) or remission

m Can diagnose with ASD




SpPecific Learning Disorder

specifiers

order N

A. 1 specific lea eficit for 6 months despite

on, B. with sxs causing deficits in academic skills that
hat is expected for individual’s chronological age
not be accounted for by intellectual disability,
education, etc.

pecIfy:reading, math, writing, etc.
Severity: level of intervention needed

= Downplay older neurological terms (dyslexia, dyscalculia, etc.)

m Discrepancy from IQ formula no longer used




Viany Viotor Disorders

otor disorders are included in the
elopmental disorders chapter:

Ination disorder,
Isorder,

4 ypic mo
rette’s disorder,
sistent (chronic) motor or vocal tic disorder,
Isional tic disorder,
er specified tic disorder,
ecified tic disorder.
or Unspecified Neurodevelopmental disorder

= The tic criterla have been standardized across all of these
disorders in this chapter; no more maximum tic-free interval



schnizophrenia Spectrum and
Dther Psychotic Disorders

alities in 1 of 5 specified psychotic sxs:
sions,

JUcinations,

ganized thinking,

= grossly disorganized or abnormal motor behavior,
= negative symptoms




otic Spectrum

ders are moving toward a
pectrum conception:
to most severe:
otypal Personz Disorder

sional Disorder
Psychotic Disorder

= Schiz'affective Disorder
- = Catatonia




1 (Personality) Disorder

rsonality Disorder moved to this

a listed in Personality Disorders Section

slationship with schizophrenia



elusional Disorder

r has the requirement that the delusions
eclfier If delusions are bizarre

e functioning/not biz |

[ types of delusion (erotomanic, grandiose,
rsecutory, etc. or with bizarre content)

ew exclu criterion: These trump this dx: obsessive-
mpulsive or pody dysmorphic disorder with absent insight
or delusional beliefs.

m No more Shared psychotic Disorder



schizophrenia

necifiers

hizophrenia were eliminated (no more paranoid,
onic, undifferentiated, and residual).

attribution of certain symptoms (e.g., bizarre
g to each other) (under old = Crit A met)

> or more_of 5 specified sxs
cinations or disorganized speech

vmptom thresho
positive” sx: delusio
ired functioning

uous signs of disturbance for 6 months & active-phase sxs
present for significant portion of time during a 1 month

approach to rating of Psychosis Symptom Severity is
action Il (0-5 rating of 8 sxs); but not required; but this is only
Ipaired cognition in non NCD dxs

mention of |

0 specifiers, esp. for progression course (1%, multiple, continuous, etc.)


http://en.wikipedia.org/wiki/DSM-5#cite_note-highlights-2

| _Schizoaffective Disorder

es; course specifiers

renia and mood disorder criteria

ary change to sc _ective disorder is that a major mood
be present for the A duration after
has been met; not |us‘Eurrent episode

ore longitudinal):

terrupted period of illness involves a major mood episode
ent with Crit A sxs of schizophrenia

= B. Presence of delusions & hallucinations without prominent mood
symptoms for at least 2 weeks during lifetime

= C. Major mood episode present for majority of total duration of illness

m Specify: Bipolar type or Depression type, with catatonia,
course



atonia Specifier

used as a specifier for all appropriate
or as separate diagnosis

ame regardless of the context in
er (Schizophrenia, Bipolar
, or Other Medical

Need 3 or more of 12 sxs: stupor, catalepsy,
ility, mutism, negativism, posturing, mannerism,
tereotypy, agitation, grimacing, echolalia, echopraxia

@ \When etiology unknown: diagnose as Other Specified
Catatonic Disorder



= D. Not during course of a delirium



out of the mood disorder category

 Bridge between Schizophrenia & Depressive
- Disorders



anic Episode

K, primary criterion for mania and hypomania
ntly increased enerqgy and activity” as well as

lod of abnormal & persistently elevated,

energy & activity: Abno lly & persistently increased

activit
ost of the day, nearly every day (any duration if

. = 3 sxs (4 if irritable)

Grandiosity, less sleep, talkative, racing thoughts, distractibility, goal
directed behavior, high risk behavior

m C. Impairment




Hypomanic Episode

/s, most of the day, nearly every day (any
f hospitalized)

(4 if irritable)

y, less sleep, talkative, racing thoughts, distractibility,
goal directed behavior, high risk behavior

m C. Change in function, observable by others



Viajol

@

Jepressive Episode
2 2 week period, change in functioning

mood, loss of interest/pleasure

Ids = irritability), loss of

nt loss (kids = failure to gain), sleep
lon, fatigue,

oncentration, death/suicide thts

AOUIC

jes, agitation/rete
2ssness/guilt, poor
s/impairment

diagnosis In presence of major stressors,
2nt, disaster, iliness, disability, etc.

EW:
bereave

m Poorer test-retest reliability (.32 kappa)

m For old Mood Disorder NOS: use Unspecified Depressive
Disorder




ixed features specifier

efined.

Ive Disorder eliminated due to very poor

ith mixed features" can be applied to bipolar |
olar Il disorder, and MDD.

features specifier:

If primary dlagn03|s IS depression, need presence of at least 3
symptoms of mania or hypomania that do not overlap with depressive
- symptoms.

= |If primary diagnosis is mania, need only 3 symptoms of depression that
do not overlap.




tress in VMIDD or Bipolar

Istress” modifier for bipolar

ifies pts with anxiety sxs that are not part
lar diagnostic criteria

ch: Predicts outcome and suicide risk.



s partum Onset Modifier

Modifier can be used when episode
ths postpartum

iflier can be applied to:
Jepressive episode
pisode

eatures

chotic Disorder



lar | Disorder

course, feature specifiers

Increased activity and
ymptom for both Bipolar |

re manic episodes

ave been preceded or followed by hypomanic
I depressive episodes



e manic episode

t/current episode

ycling
1cholic features

features

ongruent psychotic features
mood-incongruent psychotic features
- @ catatonia.

Disorder: Lots of specifiers

s peripartum onset (during pregnancy or in the 4 weeks following

delivery)

s seasonal pattern (recurrent at regular time of year)



ve Disorders

2nce of sad, empty, or irritable mood,
panied by somatic & cognitive changes
that impair functioning



Specific Changes
ressive Disorders:

00d dysreqgulation

Prementrual Dysphoric Disorder

/mia now called Chronic Depressive
Disorder




DMVIDD:
JiStlptive Mood Dysregulation Disorder
New Diagnosis

lagnosis in angry children
2000. Misdiagnosis as bipolar;

= New Danger: will now dx normal anger in kids as
pathology



DMDD:
JisTptive VMiood Dysregulation Disorder

Instability, behavior dysregulation
ent irritability/anger):

>mper outbursts inc
Jn average, occur 3+

annot dx for 15t time prior to age 6 or after age 18
cur in at least 2 of 3 settings (home, school, peers)

= J. Not diagnosable with Oppositionally Defiant Disorder,
Intermittent Explosive Disorder (which is “intermittent”), or

Bipolar




~Depressive Disorder

e Disorder remains intact although
pDoor in field testing (see Sect lll).

features”



ioval of bereavement exclusion

criterion in DSM-1V applied to people
ressive symptoms lasting less than

Ing the death of a loved one has been
d by several notes within the text
es between grief and

rsy: Pathologize and medicate normal grief

ition that bereavement is a severe psychosocial
_ at can precipitate a major depressive
episode; beginning soon after the loss of a loved one.

m But never normal to have MDD no matter when it
occurs




ootn

Comparison of Grief and Depression

Grief

Depression

iness and loss

Depressed mood, inability to
anticipate happiness or pleasure

eases in
s-weeks,
es in wa ciated
with thoughts/reminders of
deceased. Pain of grief
associated with positive
motions and humor.

More persistent, not tied to specific
thoughts or preoccupations.
Pervasive unhappiness and misery.

Th Preoccupation with thoughts | Self-critical or pessimistic
Content nd memories of the ruminations

ceased
Self-esteem | Generally preserved Worthlessness, self-loathing

Thoughts of
death &

dying

If present, focused on
deceased and joining
deceased.

Thoughts of ending one’s life
because of worthlessness,
undeserving, unable to cope with
pain of depression




ssive Disorder (Dysthymia)

No longer:

oressive D Chronic

3ed, chronic (2 years), don’t currently
I MDD dx

3 specif-iers



Persistent Depressive Disorder
(Old Dysthymia)

d mood, most of the day, most
(kids = irritability 1 year)
o depressed, = 2 sxs:

ypetite change, sleep change, fatigue, low self
eem, poor concentration, hopelessness

yver been without sxs, =2 2 months

iteria for MDD may be present for 2 years
pusly excluded)

(pre

- Specifiers: 17



PMDD:
enstrual Dysphoric Disorder

New Diagnosis: ble1\

Appendix of DSM-IV to Mood
DSM-5

od disorder during most menstrual cycles in past
least 5 specified mood, behavioral, physical sxs in
8k before onset of menses, with improvement in

er its onset & minimal or absent sxs in week post-

inical impairment and distress

s F. Criteria A'should be confirmed by prospective daily
“ratings during at least 2 symptomatic cycles.

m Controversy: Pathologizing menstruation; 2% of
women




Anxiety Disorders

% anxiety with related
ehavioral di&'ﬁ‘rbance



a'or Reshuffle:
o0 longer anxiety disorders

SD moved out of Anxiety Disorders into
Disorders

Related Disorders
a- and Stressor-Related Disorders (PTSD)

ential ordering reflects close relationship among
2 disorders.

8 Chaptérs are arranged developmentally.
= Sequenced by age of onset



Elimination of re

a

hanges

that the patient (formerly, over

st recognize that their fear and anxiety

Jreasonable”.

Psychotic
OCD

acks can now be added as a specifier to all other
Isorders:



sive fear about separation from those to
the Individual is attached, as evidenced by:

adolscents, and 6 months for adults
= No minimum age of onset
= C. Impairment (not 1st day of daycare)




Selective Mutism

lldhood section

plies to all ages

ding changed to “failure to speak in specific social
uations”

1 month (not first month of school)
s Not language or speech problem

= Anxiety Is a significant component; considered a precursor to
Social Anxiety Disorder

o Can also be comorbid




ecific Phobia

at fear I1s excessive or unreasonable

about specific object or situation

t or situation is activel ided or endured with intense

xiety

roportion to actual danger

Duration = 6 months for all ages
~ Specifier: object of fear, specific phobia types
o Animal, natural environment, blood-injection-injury, situation, other




al Anxiety Disorder
(Social Phobia)

ifier
fear or anxiety about 1 or more

ich individual is exposed to
with peers, not adults):

ay or show anxiety sxs that will

ears he/she will a
egatively evaluated

cial situation is avoided or endured with fear or anxiety;
r and anxiety are out of proportion to actual danger
Istent, 6 months

gnition that fear is excessive no longer required.

Specifier:
“Generalized” specifier has been deleted

= Replaced with “performance only” specifier (“only in speaking or
performing in public”)



'anic Disorder

for any DSM disorder (rather than diagnose
Ist add specifier to the other disorder)

ecurrent unexpected panic attacks

alm or anxious state; abrupt surge of intense fear/discomfort,
inutes

A. 4 of 13 symptoms

3. 1 attack being followed by 1 month or more of persistent worry about
additional attacks

= B. And/or significant maladaptive behavior change related to attacks




Agoraphobia

Darated from panic disorder; many
D not experience panic symptoms

No longer:

Ind|V| ual fears or avoids those situations because escape might be
difficult or help unavailable if panic-like or other incapacitating
symptoms develop;

= Clinician judgment that fears are out of proportion to actual danger
= Persistent, 6 months
= |Impairment




neralized Anxiety Disorder

lety (across the board), more
than 6 months

ficult to control ry

oclated with = 3 (child 1) more:

tlessness, fatigue, difficulty concentrating,
ility, muscle tension, sleep disturbance

D. Impairment
= Worst test-retest reliability (kappa .20)




gfi'i gets stand alone category



ajor Changes

DSM-IV Anxiety Disorders.

iIsorder moved to this group from
Isorders.

nania Disorde d here from DSM-IV

Control Disorders.

noses:

Disorder

= Skin-Picking Disorder

o Substance /Medication—induced OCD
o OCD due to another medical condition



ssions are often urges, not
Ive and unwanted rather than

irement removed (that obsessions &
S "are excessive or unreasonable”) for

Or more severe pathology)
s with good or fair insight

-~ with poor insight

= with absent insight or delusional beliefs

= Tic-related




Jysmorphic Disorder

yecifiers; moved from old Somatoform

Df Insight (delusional variant no longer coded as
= delusionaldisorder; just use “with absent insight/delusional
- beliefs” specifier)

= \With muscle dysmorphia (feel not strong enough; serious sx:
50% SA,; 80% are substance abusers; 25% anabolic steroid
users)




rding Disorder

New Diagnosis

istinct (ACC/Insula activation in

rsistent difficulty parting with possessions regardless of
sulting in accumulation of possessions that
use of living areas

‘Distress/impairment

= Level of insight
= With excessive acquisition



Irichotillomania
Hair-Pulling Disorder)

om impulse control disorders
mania
urrent pulling out of hair/hair loss

ated attempts to stop/decrease
ress/impairment



xcoriation
'Icking Disorder)

Dicking, cause skin lesions
to decrease/stop

tress/impairme



itive behavior disorder
urrent behaviors (not hair/skin)
peated attempts to decrease/stop

= Can include conditions such as obsessional
- |Jealousy

= Nondelusional preoccupation with partner’s perceived
Infidelity




iratma=and Stressor-Related
Jisorders
tegory

ExXposure to a
traumatic or stressful event



specific Changes:
WWauma and stressor Related Disorders

orders are now a stand alone category

e Attachment Disorde
tress Disorder
t Disorders

Added
Disinhibited Social Engagement Disorder
= Added PSTD in Preschool Children




hanges

isorder and PT_SD the stressor criteria

ents phone message

tive reaction (A2) requirement for specific

motional reactions (“of intense fear,

ess, or horror”) is eliminated.

I];ec?ponse not required: Don’t have to recognize you are
Vying.

= Due to training, military personnel involved in combat, law
enforcement officers and other first responders are trained not to
react emotionally to traumatic events, but do have PTSD.




Postiraumatic Stress Disorder,
Adult (2 6 years)

eria (+/- age 6); specifiers
2atened death, injury, serious violence; 21 sx

ly included as a trauma
nger of dying

| ~ s & mood

3l category of negative mood, a persistent change in mood and thinking like dysphoria
, has been added.

rations in arousal/reactivity
ity, angry outbursts, reckless/self-destructive behavior

| nonth, distress/impairment

. Duration = 1

= Specify
= With dissociative sxs (depersonalization, derealization)
= With delayed expression




Acute Stress Disorder

ctual/threatened death, injury,
1 of 4 types of events

4 Ing, learning about from close
rs, repeated/extr exposures to aversive details

rom watching TV (i.e. child & Challenger explosion)

9 of 14 sxs from 5 categories of intrusion,
Ive mood, dissociation, avoidance, arousal

iSso@lative Sxs no longer required for dx
C. Duration, immediately after, 3 days to 1 mo
=@ D. Distress/impairment

m = brief version of PTSD



rment
- Exclusion: Not normal bereavement
=@ Trumped by MDD or Panic Disorder



Jissociative Disorders

behavior



Dissociative Identity Disorder

Jentity, = 2 distinct personality states

jon of identity may be self
ell ¢ ierved by others

rrent gaps can e everyday events (not
iumatic experiences), personal information,
AENIS

ss/impairment
-an accepted culture/religion phenomena
ids: not imaginary friends, fantasy play

= D.Criteria expanded to include certain possession-
form phenomena as instance from some cultures

E 3



ociative Amnesia

No longer:

, usually traumatic/stressful

en localized/selective for specific events;
2d for identity, life history

Impairment
Specify. “With dissociative fugue”

'Dissociative fugue Is now a specifier of Dissociative
Amnesia and not a separate disorder




nalization/Derealization Disorder

Derealization has been added to the name
cO-occurrence

IStent/recurrent experiences of
ealization or both

ality testing during episodes intact
ess/impairment

lization: Experiences of unreality, detachment, or
)utside observer with respect to one’s thoughts,

Derealization: EXperiences of unreality or detachment with
respect to one’s surroundings




somatic Symptom and
selatedDisorders

Prominence of somatic symptoms associated
mthsignificant distress & impairment



specific Changes:
somatic Symptom Disorder

oform disorders; now they are
n and Related Disorders

ation Disorder
l N

der
driasis

een In medical settings:

Old = medically unexplained sxs; pt. had to prove they
~ were actually sick

= New = it's a real iliness (due to anxiety and worry)




edically Unexplained Sxs

phasized importance of an
iIcal explanation for somatic sxs

on basis of positive sxs:
sing somatic sxs + abnormal thoughts,
s, & behaviors in response to sxs

IIy unexplained sxs do remain key feature in

lon disorder (& pseudocyesis/false

pregnancy) because it is possible to demonstrate

- definitively that sxs are not consistent with medical
pathophysiology



Anxiety Disorders

roups.

Isorder (SSD): somatic
predo nd are primary
(75% of patien

xiety Disorder (IAD): minimal somatic
S but who are highly anxious about
spicious of having a undiagnhosed,
serious medical iliness (25% of patients)




somatic Symptom Disorder

No longer:

ation Disorder

ive thoughts, feelings, and behaviors
S disorder, in addition to their somatic

unexplained symptoms

Ocus shifts from negative (“medically unexplained” )
0 positive sxs (“excessive thoughts, behaviors and
feelings”)




viisiabeling IV al lllness As Mental Disorder

SD disorder |
sions than almost any other section




Iness Anxiety Disorder

No longer: hondriasis (Woodv Allen

) level anxiety about health

essive health related behaviors

: : sistent, = 6 months

- @ Specify

- = Care seeking type (see doctor)
= Care avoidant type




Eomnctional Neurological Symptom Disorder)

No longer:

izes that relevant psychc ical factors may not be present at

of original diagnosis
of altered voluntary motor or sensory function

indings, evidence of no compatibility between sxs
zed medical/neurological conditions

Specifiers
Specity the symptom: weakness, seizures, etc.
With /without psychological stressor (old =required)



nedical condition (i.e. diabetic won't take
person with heart attack still smoking)




=dctitious Disorder: no more Munchausen’s

No Longer lous Disorder, Factious disease by proxy,

1ake self or other sick for 2ndary gain
I.I-ll
bus Disorder Impose elf

S Disorder _Imposed 0 dther (same criteria, except sxs
or induced in another person)

ation of physical/psychological signs, sxs; induction of
1se associated with deception in self
ts as ill, impaired, injured

. Deceptive behavior evident even in absence of obvious
~external rewards
= Specify
= Single/recurrent episodes

B Perpetrator, not victim, gets dx; but child may have medical
problem (VV/Z coded as victim of child abuse)




t disturban
behavi

of eating-related

mpaired child-parental relationship

/ L 4 { "



AWOidant/Restrictive Food Intake Disorder

19 Disorder of Infancy

)0d intake but don’'t meet Eating

rax;, atany c
> to thrive; inadequ

J/feeding disturbance, persistent failure to meet
al/energy assoc with = 1 sx:
t loss/failure to gain
gnificant nutritional deficiency
= Dependent on supplementary feedings
= Interference with psychosocial functioning

= B. Not no available food/assoc cultural practice
= C. Not another eating disorder
m Specify if in remission



norexia Nervosa

ent eliminated (but can still be a sx)
Intake; low body wgt, below minimal

se fear of gal becominq fat: added:
nt behavior interfe dth wagt gain

rbance in way body wgt/shape experienced, undue
on self-esteem

cognition of seriousness of low wgt
of 3 months

= Restricting type/binge-eating/purging type
= Partial/full remission

m Severity based on BMI (Mild, >17: Moderate, >16, Severe >15,
Extreme<15)




Bulimia Nervosa

2pisodes of binge eating
2 period of time, larger amount of food than

current inapprop
wgt gain
ency of binge-eating and compensatory

has been decreased: Eating & compensation,
(from twice to) once a week for 3 months

ation unduly influenced by body shape & wgt

ate compensatory behaviors,

Specify
= Partial/full remission

= Severity based on average frequency of episodes of
Inappropriate compensatory behaviors per week (vomit,
laxatives, etc.)

@ Subtypes eliminated.




1ge-Eating Disorder

NEABIE o= -, DCM; moved from study section

' odes of binge eating without
la without binge or purge)

isodes assoia ad with = 3 of 5 sxs

) more rapidly than normal, until uncomfortably full,
ysically hungry, alone because embarrassed,
ed with self

ed duration and frequency requirement: On
€ a week (used to be twice), for 3 months

= Specify
= Partial/full remission
= Severity: number of binge eating episodes per week




tion Disorder

J\Whn category

fappropriate elimination of urine or feces:
Encopresis

Enuresis
No changes



sleep-VWWake Disorders

Reorganized

-
v

sundependent disorder
B
2resent with sleep-wake complaints of
dissatistaction regarding the quality, timing,
and amount of sleep

ach Dx ITreated




leep-Wake Disorders

I (old Primary Insomnia)

lence

ut Cataplexy

g-related Sleep Disorders:

ctive Sleep Apnea (Hypopnea Syndrome)
| Sleep Apnea

= Sleep-Related Hypoventilation

iIrcadian Rhythm Sleep-Wake Disorders (6 types)




Sleep=\Vake Disorders 2

e Movement Sleep Arousal Disorders
[ype (no longer own disorder)

are Disorde
Eye Movement Slee
Ss Leg Syndrome
1ce/Medication-Induced Sleep Disorder (9 types)
specified & Unspecified:

Insomnia Disorder

Hypersomnolence

= Sleep-Wake Disorder

0 Behavior Disorder




Narcolepsy

d from hypersomnolence disorder
lology of hypocretin deficiency)

rent episode
g into sleep, napp
S

ce= 1:
lexy, few times a month
= Hypocretin deficiency

= Nocturnal sleep polysomnography, REM sleep latency <
15 min, multiple sleep latency < 8 min

m Specify (many)

esistible need to sleep,
2 3 times/week for 3




Non-Rapid Eye Movement
sleep Arousal Disorder

No longer:

Sleep Terror Disorder
Disorder

Irrent episodes o
usually 1t third of

ywalking

D Lerrors

O 0 dream recall
Amnesia for events

Distress/impairment

= Specify: sleepwalking or sleep terror type

omplete awakening from
eep, with 1 of




vapid Eye Movement

of arousal during sleep associated
nplex motor behaviors

sleep without atonia on polysomnography
uggestive of REM sleep behavior and synucleinopthy

Impairment

Used as criminal defense; predictive of Lewy Body
- Dementia



Legs Syndrome

New DiagnosSiSHiie)V/=1e Rife]1 W (8 [e \VAS=Ioii[e]g

S, accompanied by/response
ortak sensation

siworsens during est/inactivity
ed by movement

evening

week, = 3 months
Distress/impairment




sexual Dysfunctions

leterogeneous groug of 23 disorders

hat are characterized by a clinically
lem?L,u" disturbance in person’s ability
'ond sexually or to experience
sexual pleasure




Pelvic Pain/Penetraion Disorder (old
2 Dyspareunia and Vaginismus)

sexual interest/arousal disorder (old
‘separate sexual desire & sexual arousal disorders).

m Sexual Aversion Disorder deleted



hanges

exual dysfunctions have been added.

. severity derate, or severe

al information in te

red/situational

= Factors: partner, relationship, individual vulnerability, cultural or
religious, medical



sender Dysphoria

NEWicategory & name

gender



sphoria = In the wrong body

[ not a disorder. Diagnosis made by
are providers, although a large
reatment is endocrinological and

change was made in part due to
Ization of the term "disorder”

asis on internal self perception, not external
fication with opposite gender

ol Emphasizes "gender incongruence” (dissatisfaction
& distress with own gender) rather than the cross-
gender identification.




Er Dysphoria 2

ity itself is not considered to be a
exual dysfunction nor a paraphilia;

e clinical problem, not identity

a separate gender dysphoria in children as
or adults and adolescents

_, , Criterion A1 (“a strong desire to be of the
other gender or an insistence that one is the other gender”
IS NnOw necessary)



nder Dysphoria

No longer: Gel
ence between

= With disorder of sex development (such as congenital
adrenal hyperplasia; chromosomal or physical
abnormality)

s Posttransition (living in desired gender)
= No sexual orientation subtyping




2araphilic Disorders

ntense and persistent sexual interest other
nan sexual interestin genital stimulation or
oreparatory fondling with phenotypically

1ormal; physically mature, consenting human

partners

N DSM-5, paraphilias are not
IPSO facto mental disorders




Jﬂu, gmitization of Paraphilias:
Notadisorder until it’s a problem

veen paraphilic behaviors (paraphilias), and

others or not in distress):

‘ests: Any intense and persistent sexual

erest, genital stimulation or preparatory
ith phenotypi mal physically mature consenting
nartners

but not sufficient for disorder

paraphilia is necessary but insufficient
OF impairment in individual
Satisfaction entails harm or risk of harm to others

“Must meet both qualitative/erotic focus (criterion A) and negative
‘consequences (criterion B) criteria to be diagnosed with a paraphilic
disorder.

@ Otherwise they have a paraphilia (and no diagnosis).




ific Changes

Ind destigmatizes unusual sexual
ehaviors; does not automatically

lled environment” (i.e. jail)
In remission”



Paraphilic Disorders

sorder
order
tic disorder (rubbing)
Al masochism disorder
| sadism disorder
philic disorder
ot stic disorder
Transvestic disorder

U




No longer:

lentation” is not a term used in the diagnostic
sorder and its use in the originally published
error and should read “sexual interest.” In
disorder a “paraphilia,” not a “sexual

d intense sexual arousing fantasies, sexual urges or
volving sexual activity with a prepubescent child or
ears), = 6 months

ges or in distress
and = 5 years older than child
pecifiers:
Exclusively attracted to
E Males, females, both
= Limited to incest




nsvestic Disorder

Noffelgle[=i+ Transvestic Fetishism
Intense sexual arousal from cross

> distress |
ger specifies “In a heterosexual male”

L " With fetishism
= With autogynephilia (thts of self as female)
= |n controlled environment or in full remission



Jisyuptive, Impulse-Control &
sonduct Disorders

Owr

| cdategory
‘.

sonditions involving problems in the self-control of
,m“_ug 5 and behaviors...that violate the rights of

others an /or that bring the person into significant
COl Ilct with societal norms or authority figures




sinhibition
al spectrum: at any age

racterized by problems in
| self-control

| personality disorder has dual listing
‘Personality Disorders: some Conduct
proceeds to ASPD

ADHD frequently comorbid but listed elsewhere



ovecific Changes:
JisThptive Impulse Control and Conduct Disorders

nt Disorder

order
der (but also listed in

al Personality D
ality Disorders)

Gambllng
1 Trichotillomania



onal Defiant Disorder

re of three types:

conduct disor lusion is deleted.

. 2 4 sxs; if younger than 5 years, most
months; older than 5 years, weekly

Specifiersfor current severity have been added (mild,
oderate, severe) and are based on the number of
settings (1, 2, 3 or more) in which symptoms are
present



tent Explosive Disorder

loral outbursts/rages, failure to control aggressive
lveness, on avg, 2x/week over 3 months

)n-destructive physical aggression, property
12 months

oportion '
editated: impulsive, anger based outbursts
IStress or impairment

onsequences (occupational, interpersonal, legal)
older

= People over the disorder's minimum age of 6 may be diagnosed
without outbursts of physical aggression



duct Disorder

ersistent behavior pattern, =2 3 sxs,

ulness or theft
violations of rules

ent

C. If 2 18 years, criteria are not met for ASPD



‘der: Major new specifier

olescent onset/unspecified
ate, severe
imited prosocial emotions” (lack of

of Remorse / quilt
yus—lack of empathy
ncerned about performance
llow or deficient affect

a Represents a severer clinical presentation; more
toward ASPD, child psychopath




stpsStance-Related & Addictive
Jisorders

\New€atego
. Y

ggguj behavioral, and physiological
Symptoms indicating that the individual
continues using the substance despite
significant substance-related problems




nges in Substance Use

nade between abuse and dependence.

ce Use Disorder”

everity ratings; now collapsed.

= lTolerance & Withdrawal criteria are not met if substance use is under
medical supervision



ed to 2 or mote of 11 sxs
ire to use” criterion added; finally!
S criterion deleted (due to response

nce) subtype eliminated (no

)dy dualism)
ce dependence eliminated
t_ed renamed Tobacco Use Disorder



Substances

/withdrawal) (Use Disorder only in

Other

Note: no sexual addiction in DSM-5 (use unspecified
impulse control disorder)



Specify
edication)

umber oms out of 11 criteria

4-5
re than 6
onth period

Early = minimum of 90 days (= 3 but <12 months of not meeting sxs
riteria (except craving)) (old = 30 days of lack of sxs)

ustained = longer than 12 months of not meeting sxs criteria
(except craving)




No longer:

oblematic pattern of alcohol use leading to
y significant impairment or distress;

ted by at least 2 of 11 symptoms within
1onth period.



SM-IV vs DSM-5:
buse or Dependence

DSM-5

5.00 (F10.10): 2-3 sxs
Mild Alcohol Use Disorder

303.90 (F10.20): 4-5 sxs
Moderate Alcohol Use Disorder

303.90 (F10.20): 6+ sxs
Severe Alcohol Use Disorder



| Use Disorder

3 to 12 months
: 12 months or longer

ntrolled environm tricted alcohol

severity:
resence of 2-3 symptoms
rate: 4-5 symptoms

: 6 or more symptoms




-5 Substance Abuse DXs

ation

| (Old = Cannabis
dence; Cannabis Abuse)

1abis Intoxication

abis Withdrawal

- Phencyclidine Use Disorder (No longer:
Phencyclidine Dependence; Phencyclidine Abuse)



Dther DSVI-5 Substance Abuse DXs 2

Inogen Use Disorder (No longer:
ependence; Hallucinogen Abuse)

toxication (No longer:
Perception Disorder)

lant Use Disorder (No longer: Inhalant Use
ndence; Inhalant Use Abuse)

alant Intoxication

pioid Use Disorder (No longer: Opioid
Dependence; Opioid Abuse)

= Opioid Intoxication
= Opioid Withdrawal




Dther DSVI-5 Substance Abuse Dxs 3

10tic, or Anxiolytic Use Disorder (No longer:
, or Anxiolytic Dependence; Sedative,
iC Abuse)

uIant Use Dlsorder (No longer: Amphetamine
2ndence; Amphetamine Abuse; Cocaine Dependence;
ne Abuse)

lant Intoxication (No longer: Amphetamine
ation; Cocaine Intoxication)

= Stimulant Withdrawal (No longer: Amphetamine
Withdrawal; Cocaine Withdrawal)

- =@ Tobacco Use Disorder (No longer: Nicotine Dependence)
= Tobacco Withdrawal (No longer: Nicotine Withdrawal)




Gambling Disorder

chapter
No longer: ogical Gambling
tic gambling behavior

dic/persistent
= Early/sustained remission
- = Severity based on number of criteria met



NEurocogn iItive Disorders

DBTICITS N cognitive functioning as a core

fd.lLlld l ¢ Iylng pathology and etiology can
- be determined



SM-5 NCD

change)

2urocogr disorder
'MCI, Cog Disorder NOS)

Jorneurocognitive disorder
- (old dementia)



Changes

rocognitive disorder
amnesia, dementia & any

er range of etiologies
ed to cover wider range of function & ages
es less severe dysfunction

US dementia subtypes now separate disorders




i Specific Changes

Delirium, Dementia, and Amnestic and Other
ategory

n Minor and Major NCDs

to ...” with “Neurocognitive
conditions listed

named Head Trauma to Traumatic Brain Injury
= Renamed Creutzfeldt-dakob Disease to Prion Disease



SM-5 NCDs

placed by "major NCD" (but not
e In etiological subtypes in which

an deficit) from a

S level of perfor

f neurocognitive domains

0, hot just Memory, is central

= Eventual focus on early stage prognosis and TX



clinical deficit is in cognitive function.
Se core features are cognitive (not

patholoqgies




cognitive Disorder

n 6 cognitive domains



ognitive Domains

(Sustained, selective

anning, decision

, working memory, feedback/error
ition, overriding habits/inhibition,

ve flexibility

= Learning and memory




yghitive Domains 2

Xpressive, grammar/syntax,

ptual-motor (visual,
nstructional, perceptual-motor,
gnosis)

Social cognition (recognition of
“emotions, theory of mind)




ajor Neurocognitive Disorder

ognitive decline from previous level
1 or more cognitive domains

Independence in everyday activities
3. Not in context of delirium
4. Not explained better by another mental disorder




ce/medication use
ction

medical condition (code other medical first)
Multiple etiologies (code each)
= Unspecified



ViajorNeurocognitive Disorder
(0ld dementia)

4. (3@ Y%tile, score >70)

lculties in IADLS)
oderate (difficulties in ADLS)
Severe (fully dependent)




ld Neurocognifive Disorder

itive decline from previous level of
I more cognitive domains

)N, Informant, or clinician of
mild cognitive decline

lodest cognitive impairment on NP testing

ICItS do not interfere with capacity for
endence in everyday activities

- 3. Not in context of delirium
4. Not explained better by another mental disorder




VIild Neurocognitive Disorder
(old MCI)

3 to 16™ Ystile)

etiologies: AD, FTD, LBD,

or without behavioral disturbance



‘oversy over Mild NCD:
Normal Forgetting

getting characteristic of old

3 dlagnosed as Minor
ocognitive Disorder, creating a huge false

ve population of people who are not at

al risk for dementia.

no effective treatment: creating great

- anxiety




~VIIld NCD due to Alzheimer’s
Disease

)r Major NCD met

nset & gradual progression of impairment in 1 or
2 for Major NCD)

ible AD

e AD diagnosed if eithe following (otherwise, possible

e of causative AD genetic mutation from autosomal
t family history confirmed by autopsy or genetic testing

= 2.AI3 present:

= Memory decline & decline in 1 other cognitive area (hx or serial
testing)

= Progressive gradual decline in cognition

= No evidence of mixed etiology




Viajor or Mild NCD

Ible AD if no gene
1g present:

ory decline
ogressive gradual decline in cognition
evidence of mixed etiology

Idence and all 3 of

= D. Not better explained by CV disease, etc.



' to Alzheimer’s Disease

age-related, irreversible, insidious
e ability

D due to AD have behavioral
lajor NCD: psychotic,
lering common



*

Personality Disorders

=Nd0ring pattern of inner experience and behavior that
Jeviate Yharkedly from the expectations of the
ndividual’s culture, is pervasive and inflexible, with
onsetin adolescence or early adulthood, is stable over
fime, and leads to distress or impairment




Personality Disorders

ategorically have or not have
atic personality traits—rather, these
‘in strength from person to

will maintain ategorical model and
3 for the 10 classical personality disorders
d in DSM-IV

|1
at same level as other disorders

5 the new trait-specific, dimensional
methodology In a separate area of Section Il

e * NOS — Use Other specified PD or Unspecified PD



Imensionality

In personality disorders held
Ision, the DSM 5.1 (or maybe

n lll includes the 1ative dimensional model
onality disorders. S model, an alternative to
gorical approach, reflects a dimensional

ctive that personality disorders represent

tive variants of personality traits that merge
otibly into normality and into one another.




10 Fersonality Disorders

Compulsive

s These 4 disappear in new dimensional model



2ersonality Change due to Another
Viedical Condition

due to direct consequence of
dition

= Combined type
= Unspecified type



‘Mental Disorders



U ental Disorder Due to Another Medical Condition
-Other Specified Mental Disorder
-Unspecified Mental Disorder



Viedication-Induced Movement
Jisorders

and the’Adverse Effects of
Viedication Disorders

. Own Category



Viedication-induced Movement Disorder

1duced Parkinsonism & Other
ed Parkinsonism

nduce

ation-Induced Acu

e Dyskinesia

2 Dystonia & Tardive Akathisisa
ation-Induced Postural Tremor

er Medication-Induced Movement Disorder

= Antidepressant Discontinuation Syndrome

= Other Adverse Effect of Medication

Akathisia




It n:u‘ conditions that may be a
~OCUS f‘j; ical Attention



Jther Conditions that may be a
=ocus of Clinical Attention

ental disorders

ne medical record as

mation that may affect client’s care. “

e DSM-5 draws attention to the scope
en ountered in clinical practice



onditions that may be a
~ocus of Clinical Attention

des (Z codes in ICD 10)

related to Social Environment
related to Crime or Interaction with Legal system
lealth Service Encounters for Counseling and Medical

' Related to Other Psychosocial, Personal, and
Environmental Circumstances

= Other Circumstances of Personal History



ection Il

ires & Models



onditions for further study

chosis syndrome
des with short-duration

avement disorder

istent complex
Ine use disorder
t gaming disorder

behavioral disorder associated with
prenatal alcohol exposure

Suicidal behavior disorder
= Non-suicidal self-injury




ssment Measures

disorders, I.e. attention: and same
s differently i.e. 2 ADHD kids

Measures (list of psych sxs)
dult versions
‘ders

mpleted by a
S relevant to most
rt

-3 ?s) and Level 2 (if level 1 score of mild or

linician Rated Dimensions of Psychosis Symptom
Severity




6 Domains of Disability

ganization Disability Assessment Schedule

ain scored and overall

' DSMS5; not approved by WHO

standing and communicating
around

Care

) along with people

ctivities

= Household

= Work or school

- = Participation in society



Cultural Formulation

ant version



- Alternative DSVS Model for
Personality Disorders

sional & categorical approaches

IS on Impact on function
ality fu g: how functional are you
ait based criteria: w raits do you have

2ral criteria
sonality functioning core impairments
rsonality trait pattern of impairment

ad areas of pathological personality traits

m Can assess personality functioning and traits even
In Individuals without disorders

= CJV: Too complex for clinicians

. -



I1:°6 Personality Types

" Personality Disorder — Trait Specified



Appendix

[l will be an Appendix, which

m DSM-1V to DSM-5

ry of Technical
of Cultural Concepts of Distress

ical Listing of DSM-5 Diagnoses and Codes (ICD-
d ICD-10-CM)

| Listing of DSM-5 Diagnoses and Codes (ICD-9-
CM)
Numerical Listing of DSM-5 Diagnoses and Codes (ICD-
10-CM)

« DSM-5 Advisors and Other Contributors




Additional Information

=y

WWW.psychiatry.
www.dsm>5.org

t measures
ormula lew
ortive/additional references
ons
1ce/coding
WWW. PSVi:
subscription

~ -,
E-boo
= Modules

‘= Assessment tools
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Annual Meeting in May 2013, it marked the end of more than a decade’s IMPORTANT. Coding
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