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Purpose

This course is for clinicians who are already
familiar with DSM-IV-TR, its content, and its
use. This presentation is solely to facilitate
transition from DSM-IV-TR to DSM-5 and is not
intended to be a basic course on DSM-5.

+DSM-5:Classification, Criteria, and Use

DSM-5 Revisions:
Brief History
and
Conceptual Approaches

ICD-8-9 and DSM-II

1967-1972 demonstrated need for common

US-UK study: |definitions (incorporated in semi-
structured PSE interview) for clinicians to
eliminate wide national variations in
diagnosis. DSM-II had glossary in 1968

ICD-9 and DSM-III

1978 |modified and expanded Feighner to
Spitzer |create the Research Diagnostic
etal. |Criteria (RDC) and SADS Interview

1972 Feighner | 16 disorders, Renard Interview
Criteria:

1977 ICD-9: Glossary of symptom definitions

1980 |DSM-lll—went beyond glossary of
DSM Il |symptoms to explicit criteria sets
based on RDC

Navigating DSM-5, Mehul Mankad, M.D.

Sept 18, 2013




Wake AHEC & UNC-CH School of Social Work Clinical Lecture Series Webinar Handout 2

Conceptual Development of DSM

Perceived Shortcomings in DSM-IV

* High rates of comorbidity

* High use of —NOS category

* Treatment non-specificity

* Inability to find a laboratory markers/ tests

* DSM is starting to hinder research progress

/D \ ("~ DSM-I ,//R DSY*P . N\
( \ [
| Presumed | ‘ Glossary ‘ elcz:on?_eptua_;za_ ion
\_ etiology / {_ definitions ) \ Xplicieeriteria
\ / \ " (emphasis on reliability
— \\_rather than validity) ./
DSM-5 l
New approaches
considered DSM-III-R
(dimensional, & [_)SMI_'\_/ I Criteria broadened
spectra, equires clinically Most hierarchies
developmental, culture, | &= significant distress o dropped
impairment thresholds, or impairment
living document)
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Strategies for Improving DSM

* Incorporate research into the revision and
evolution of the classification

* Move beyond a process of clinical
consensus and build diagnoses on a
foundation of empirical findings from
scientific disciplines

* Seek multidisciplinary, international
scientific participation in the task of
planning the DSM-5 revision

DSM-5 Conference Output

* 13 Conferences (2003-08)
* 10 monographs published
* Dimensional Models of Personality Disorders
* Diagnostic Issues in Substance Use Disorders
* Diagnostic Issues in Dementia
* Dimensional Approaches in Diagnostic Classification
* Stress-Induced and Fear Circuitry Disorders
* Somatic Presentations of Mental Disorders
* Deconstructing Psychosis
* Depression and GAD
* Obsessive-Compulsive Behavior Spectrum Disorders
* Public Health Aspects of Psychiatric Diagnosis
* More than 200 journal articles published

Copyright © 2013. American Psychiatric Association
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APA/WHOINIH Diagnosis Research Planning Conferences: Participant Distribution
Eastern Mediterranean,
s Africa Europe (Cont;
Kenya, 2 Greece, 1
Nigeria, 3 Hungary, 1
South Africa, 4 taly, 5
Luxembourg, 1
Europe, 119 Latin America  Netherkands, 12
Argentina, 2 Norway, 2
Brazil, 4 Russia, 4
Chie, 3 Spain, 5
South-East Asia, 10 Mexico, 5 Sweden, 4
Puerto Rico, 2 Switzerkand, 21
UK, 41
Eastern
Western Pacific, 32 Mediterranean South-East Asia
Bahrain, 1 India, 5
Israel, 3 Pakistan, 2
Latin America, 16- Africa.9 Lebanon, 1 SiiLanka, 1
N Thalland, 2
Canada, 12 Europe
Belarus, 1 Western Pacific
Belgum 2 Austraia, 9
- 397 Participants 2, s
-39 Countries X Estonia, 1 Japan, 8
- 16 Developing Nations France, 3 Korea, 3
- 51%Non-US Participants Germany, 11 New Zealand, 3
- 10% Developing Nation Paticipants
DSM-5 Work Groups Chairs

ADHD & Disruptive Behavior
Disorders

David Shaffer, M.D.

Anxiety, Obsessive-Compulsive
Spectrum, Posttraumatic, and
Dissociative Disorders

Katharine Phillips, M.D.

Disorders in Childhood and
Adolescence

Daniel Pine, M.D.

Eating Disorders

Timothy Walsh, M.D.

Mood Disorders

Jan Fawcett, M.D.

Neurocognitive Disorders

Dan Blazer, M.D. & Ron
Petersen, M.D. // Dilip
Jeste, M.D. [Chair Emeritus]
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DSM-5 Work Groups  Chairs
Neurodevelopmental Disorders | Susan Swedo, M.D.
Personality and Personality Andrew Skodol, M.D.
Disorders
Psychotic Di William C. ter, M.D. . pe .

sychotic Disorders __ o ereerer DSM-5 Classification Structure
Sexual and Gender Identity Kenneth Zucker, Ph.D.
Disorders
Sleep-Wake Disorders Charles Reynolds, M.D.
Somatic Distress Disorders Joel Dimsdale, M.D.
Substance-Related Disorders | Charles O’ Brien, M.D.,

Ph.D.
DSM-5 Structure Section |

* Section I: DSM-5 Basics * Brief DSM-5 developmental history

* Section II: Essential Elements: Diagnostic * Guidance on use of the manual

Criteria and Codes . .
er  Definition of a mental disorder

* Section lll: Emerging Measures and Models . .
* Cautionary forensic statement

* Appendix
PP * Brief DSM-5 classification summary
* Index
Section Il: Chapter Structure Section Il: Chapter Structure (cont.)
Neurodevelopmental Disorders G. Trauma- and Stressor-Related Disorders
B. Schizophrenia Spectrum and Other H. Dissociative Disorders
Psychotic Disorders I.  Somatic Symptom and Related Disorders
C. Bipolar and Related Disorders J. Feeding and Eating Disorders
D. Depressive Disorders K. Elimination Disorders
E. Anxiety Disorders L. Sleep—Wake Disorders
F. Obsessive-Compulsive and Related M. Sexual Dysfunctions
Disorders N. Gender Dysphoria
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Section II: Chapter Structure (cont.) Section IlI: Purpose
Q. Disruptive, Impulse-Control, and Conduct Disorders * Serves as a designated location, separate from
R. Substance-Related and Addictive Disorders diagnostic criteria, text, and clinical codes, for
S. Neurocognitive Disorders items that appear to have initial supportin
T. Personality Disorders terms of clinical use but require further
U. Paraphilic Disorders research before being officially recommended
V. Other Disorders as part of the main body of the manual
Medication-Induced Movement Disorders and Other —This separation clearly conveys to readers that the
Adverse Effects of Medication content may be clinically useful and warrants
Other Conditions That May Be a Focus of Clinical review, but is not a part of an official diagnosis of a
Attention mental disorder and cannot be used as such
Section Ill: Content Section Ill: Content

* Section Ill, Conditions for Further Study
— Attenuated Psychosis Syndrome
—Assessment Measures — Depressive Episodes With Short Duration Hypomania
— Persistent Complex Bereavement Disorder
— Caffeine Use Disorder

* Section Ill: Emerging Measures and Models

—Cultural Formulation

—Alternative DSM-5 Model for Personality — Internet Gaming Disorder
Disorders — Neurobehavioral Disorder Due to Prenatal Alcohol
. Exposure
—Conditions for Further Study — Suicidal Behavior Disorder

— Non-suicidal Self-Injury

Appendix: Content Changes in Specific DSM Disorder Numbers;
. i X R Combination of New, Eliminated, and Combined
* Separate from Section Il will be an Appendix, with: Disorders
—Highlights of Changes From DSM-IV to DSM-5 (net difference = -15)
—Glossary of Technical Terms
—Glossary of Cultural Concepts of Distress DSM-IV DSM-5

—Alphabetical Listing of DSM-5 Diagnoses and
Codes (ICD-9-CM and ICD-10-CM)

Specific Mental

—Numerical Listing of DSM-5 Diagnoses and . * 172 157
Codes (ICD-9-CM) Disorders

—Numerical Listing of DSM-5 Diagnoses and *NOS (DSM-IV) and Other Specified/Unspecified (DSM-5)
Codes (ICD-10-CM) conditions are counted separately.

—DSM-5 Advisors and Other Contributors

Navigating DSM-5, Mehul Mankad, M.D. Sept 18, 2013



New and Eliminated Disorders in DSM-5

New Disorders

1. Social (Pragmatic) Communication Disorder

2. Disruptive Mood Dysregulation Disorder

3. Premenstrual Dysphoric Disorder (DSM-IV
appendix)

4. Hoarding Disorder

. Excoriation (Skin-Picking) Disorder

6. Disinhibited Social Engagement Disorder (split from
Reactive Attachment Disorder)

7. Binge Eating Disorder (DSM-IV appendix)

8. Central Sleep Apnea (split from Breathing-Related
Sleep Disorder)

(4]
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New and Eliminated Disorders in DSM-5

New Disorders

9. Sleep-Related Hypoventilation (split from
Breathing-Related Sleep Disorder)

10.Rapid Eye Movement Sleep Behavior Disorder
(Parasomnia NOS)

11.Restless Legs Syndrome (Dyssomnia NOS)

12.Caffeine Withdrawal (DSM-IV Appendix)

13.Cannabis Withdrawal

14.Major Neurocognitive Disorder with Lewy Body
Disease (Dementia Due to Other Medical
Conditions)

15.Mild Neurocognitive Disorder (DSM-IV Appendix)

New and Eliminated Disorders in DSM-5

Eliminated Disorders
1. Sexual Aversion Disorder
2. Polysubstance-Related Disorder

15 disorders added
2 disorders eliminated
+ 13 net difference

Combined Specific Disorders in DSM-5
(net difference = -28)

1. Language Disorder (Expressive Language Disorder &
Mixed Receptive Expressive Language Disorder)

2. Autism Spectrum Disorder (Autistic Disorder, Asperger’s
Disorder, Childhood Disintegrative Disorder, & Rett’s
disorder—PDD-NOS is in the NOS count)

3. Specific Learning Disorder (Reading Disorder, Math
Disorder, & Disorder of Written Expression)

4. Delusional Disorder (Shared Psychotic Disorder &
Delusional Disorder)

5. Panic Disorder (Panic Disorder Without Agoraphobia &
Panic Disorder With Agoraphobia)

Combined Specific Disorders in DSM-5 (cont.)

6. Dissociative Amnesia (Dissociative Fugue &
Dissociative Amnesia)

7. Somatic Symptom Disorder (Somatization Disorder,
Undifferentiated Somatoform Disorder, & Pain
Disorder)

8. Insomnia Disorder (Primary Insomnia & Insomnia
Related to Another Mental Disorder)

9. Hypersomnolence Disorder (Primary Hypersomnia &
Hypersomnia Related to Another Mental Disorder)

10. Non-Rapid Eye Movement Sleep Arousal Disorders
(Sleepwalking Disorder & Sleep Terror Disorder)

Navigating DSM-5, Mehul Mankad, M.D.

Combined Specific Disorders in DSM-5 (cont.)

11. Genito-Pelvic Pain/Penetration Disorder (Vaginismus
& Dyspareunia)

12. Alcohol Use Disorder (Alcohol Abuse and Alcohol
Dependence)

13. Cannabis Use Disorder (Cannabis Abuse and Cannabis
Dependence)

14. Phencyclidine Use Disorder (Phencyclidine Abuse and
Phencyclidine Dependence)

15. Other Hallucinogen Use Disorder (Hallucinogen Abuse
and Hallucinogen Dependence)

16. Inhalant Use Disorder (Inhalant Abuse and Inhalant
Dependence)

Sept 18, 2013
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Combined Specific Disorders in DSM-5 (cont) Changes from NOS to

Other Specified/Unspecified
17. Opioid Use Disorder (Opioid Abuse & Opioid Dependence)

18. Sedative, Hypnotic, or Anxiolytic Use Disorder (Sedative, " _
Hypnotic, or Anxiolytic Abuse and Sedative, Hypnotic, or (net difference = +24) DSM-IV | DSM-5
Anxiolytic Dependence)

19. Stimulant Use Disorder (Amphetamine Abuse; NOS (DSM-IV) and Other a1 65
Amphetamine Dependence; Cocaine Abuse; Cocaine Specified/Unspecified (DSM-5)
Dependence)

20. Stimulant Intoxication (Amphetamine Intoxication and Other Specified and Unspecified Disorders in DSM-5 replaced the
Cocaine Intoxication) Not Otherwise Specified (NOS) conditions in DSM-IV

21. Stimulant Withdrawal (Amphetamine Withdrawal and to maintain greater concordance with the official International
Cocaine Withdrawal) Classification of Diseases (ICD) coding system.

22. Substance/Medication-Induced Disorders (aggregate of This statistical accounting change does not signify any new specific
Mood (+1), Anxiety (+1), and Neurocognitive (-3)) mental disorders.

Autism Spectrum Disorder (ASD)
(Neurodevelopmental Disorders)

* ASD replaces DSM-IV’s autistic disorder,
Asperger’s disorder, childhood disintegration

Highlights of Specific Disorder Revisions disorder, and pervasive developmental disorder
and Rationales not otherwise specified

— Rationale: Clinicians had been applying the DSM-IV
criteria for these disorders inconsistently and incorrectly;
subsequently, reliability data to support their continued
separation was very poor.

— Specifiers can be used to describe variants of ASD (e.g.,
the former diagnosis of Asperger’s can now be diagnosed
as autism spectrum disorder, without intellectual
impairment and without structural language impairment).

Intellectual Disability Attention-Deficit/Hyperactivity Disorder
(Intellectual Developmental Disorder)
* Age of onset was raised from 7 years to 12 years

— Rationale: Numerous large-scale studies indicate that,
in many cases, onset is not identified until after age 7
years, when challenged by school requirements. Recall
of onset is more accurate at 12 years.

* Mental retardation was renamed intellectual disability
(intellectual developmental disorder)

— Rationale: The term intellectual disability reflects the wording
adopted into U.S. law in 2010 (Rosa’s Law), in use in professional
journals, and endorsed by certain patient advocacy groups. The
term intellectual developmental disorder is consistent with e The symptom threshold for adults age 17 years

D-11. )
language prﬁpmed f”: . ge X and older was reduced to five
* Greater emphasis on adaptive functioning deficits rather . .
P P g — Rationale: The reduction in symptom threshold was for

than 1Q scores alone - .
9 - ) adults only and made based on longitudinal studies
— Rationale: Standardized IQ test scores were over-emphasized as . . .
L T ; ; showing that patients tend to have fewer symptoms in
the determining factor of abilities in DSM-IV. Consideration of ) . i
functioning provides a more comprehensive assessment of the ad.u!thOO.d than ChlldhOOd' This should resultin a
individual. minimal increase in the prevalence of adult ADHD.

Navigating DSM-5, Mehul Mankad, M.D. Sept 18, 2013
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Schizophrenia
(Schizophrenia Spectrum and Other Psychotic Disorders)
* Elimination of special treatment of bizarre
delusions and “special” hallucinations in Criterion
A (characteristic symptoms)

— Rationale: This was removed due to the poor reliability
in distinguishing bizarre from non-bizarre delusions.

* At least one of two required symptoms to meet
Criterion A must be delusions, hallucinations, or
disorganized speech

— Rationale: This will improve reliability and prevent

individuals with only negative symptoms and catatonia
from being diagnosed with schizophrenia.

Schizophrenia (cont’ d)

* Deletion of specific subtypes

— Rationale: DSM-IV’ s subtypes were shown to
have very poor reliability and validity. They also
failed to differentiate from one another based on
treatment response and course.

Schizoaffective Disorder

* Now based on the lifetime (rather than episodic)
duration of illness in which the mood and psychotic
symptoms described in Criterion A occur

Rationale:

The criteria in DSM-IV have demonstrated poor reliability
and clinical utility, in part because the language in DSM-IV
regarding the duration of illness is ambiguous.

This revision is consistent with the language in schizophrenia
and in mood episodes, which explicitly describe a
longitudinal rather than episodic course.

Similarly applying a longitudinal course to schizoaffective
disorder will aid in its differential diagnosis from these
related disorders.

Catatonia

* Now exists as a specifier for neurodevelopmental,
psychotic, mood and other mental disorders; as well as
for other medical disorders (catatonia due to another
medical condition)

Rationale:

As represented in DSM-IV, catatonia was under-recognized,
particularly in psychiatric disorders other than
schizophrenia and psychotic mood disorders and in other
medical disorders.

It was also apparent that inclusion of catatonia as a specific
condition that can apply more broadly across the manual
may help address gaps in the treatment of catatonia.

Mania and Hypomania
(Bipolar and Related Disorders)
* Inclusion of increased energy/activity as a
Criterion A symptom of mania and hypomania
Rationale:

This will make explicit the requirement of increased
energy/activity in order to diagnose bipolar | or Il
disorder (which is not required under DSM-1V) and
will improve the specificity of the diagnosis.

Mania and Hypomania

* “Mixed episode” is replaced with a “with
mixed features” specifier for manic,
hypomanic, and major depressive episodes

Rationale:

DSM-IV criteria excluded from diagnosis the sizeable
population of individuals with subthreshold mixed
states who did not meet full criteria for major
depression and mania, and thus were less likely to
receive treatment.

Navigating DSM-5, Mehul Mankad, M.D.
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Mania and Hypomania

 “With anxious distress” also added as a
specifier for bipolar (and depressive) disorders

Rationale:

The co-occurrence of anxiety with depression is one
of the most commonly seen comorbidities in clinical
populations.

Will allow clinicians to indicate the presence of
anxiety symptoms that are not reflected in the core
criteria for depression and mania but nonetheless
may be meaningful for treatment planning.

Bereavement Exclusion
(Depressive Disorders)

Eliminated from major depressive episode (MDE)

Rationale:

In some individuals, major loss — including but not limited
to loss of a loved one — can lead to MDE or exacerbate
pre-existing depression.

Individuals experiencing both conditions can benefit from
treatment but are excluded from diagnosis under DSM-IV.
Further, the 2-month timeframe required by DSM-IV
suggests an arbitrary time course to bereavement that is
inaccurate. Lifting the exclusion alleviates both of these
problems.

Disruptive Mood Dysregulation Disorder
(DMDD)
* Newly added to DSM-5

Rationale:

Addresses disturbing increase in pediatric bipolar diagnoses over
the past two decades, due in large part to incorrect characterization
of non-episodic irritability as a hallmark symptom of mania.
Provides a diagnosis for children with extreme behavioral
dyscontrol but persistent, rather than episodic, irritability and
reduces the likelihood of such children being inappropriately
prescribed antipsychotic medication.

Criteria do not allow a dual diagnosis with oppositional-defiant
disorder (ODD) or intermittent explosive disorder (IED), but can be
diagnosed with conduct disorder (CD). Children who meet criteria
for DMDD and ODD would be diagnosed with DMDD only.

Anxiety Disorders

* Separation of DSM-IV Anxiety Disorders chapter

into four distinct chapters
Rationale:

Data from neuroscience, neuroimaging, and genetic
studies suggest differences in the heritability, risk,
course, and treatment response among fear-based
anxiety disorders (e.g., phobias); disorders of
obsessions or compulsions (e.g., OCD); trauma-related
anxiety disorders (e.g., PTSD); and dissociative
disorders.

Thus, four anxiety-related classifications are present in
DSM-5, instead of two chapters in DSM-IV.

Panic Attacks Specifier

* Now a specifier for any mental disorder
Rationale:

Panic attacks can predict the onset, severity and
course of mental disorders, including anxiety
disorders, bipolar disorder, depression, psychosis,
substance use disorders, and personality disorders.

Navigating DSM-5, Mehul Mankad, M.D.

Hoarding Disorder
(Obsessive-Compulsive and Related Disorders)

* Newly added to DSM-5

Rationale:

Clinically significant hoarding is prevalent and can
have direct and indirect consequences on the health
and safety of patients as well as that of others (e.g.,
dependents, neighbors).

Inclusion will increase the chances of these
individuals receiving treatment.

Sept 18, 2013




Body Dysmorphic Disorder (BDD)

* Now classified as an OCD-related disorder
rather than as a somatic disorder

Rationale:

This reflects the fact that repetitive behaviors (e.g.,
mirror checking) are a key characteristic of this
disorder and are prominent targets of intervention
(e.g., response prevention).
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BDD and OCD

Both now include expanded specifiers to
indicate the degree of insight present:
— “good or fair,” “poor” and absent/delusional”

Rationale:

This allows for indication of delusional variants of OCD
and BDD while permitting them to remain classified
here rather than with the psychotic disorders.

Reduces the risk of misdiagnosis as a psychotic
disorder and subsequent treatment with
antipsychotics.

Posttraumatic Stress Disorder
(Trauma- and Stress-Related Disorders)

* The stressor criterion (Criterion A) is more explicit
(e.g., elimination of “non-violent death of a loved
one” as a trigger) and subjective reaction (Criterion
A2) is eliminated

Rationale:

Direct and indirect exposure to trauma are still reflected in

criteria, but literature review indicated need for more
restrictive wording.

Criterion A2 is not well-supported by data and rarely
endorsed by military and other professionals when
otherwise would meet full criteria for PTSD.

Posttraumatic Stress Disorder (cont.)

Expansion to four symptom clusters (intrusion
symptoms; avoidance symptoms; negative
alterations in mood and cognition; alterations in
arousal and reactivity), with the
avoidance/numbing cluster divided into two
distinct clusters: avoidance and persistent negative
alterations in cognitions and mood

Rationale:

Confirmatory factor analyses suggest PTSD is best
conceptualized by four factors rather than three.

Further, active avoidance and emotional numbing have
been shown to be distinct; thus they have been separated
here (with numbing expanded to include negative mood
and cognitive symptoms).

Posttraumatic Stress Disorder (cont.)

* Separate criteria are now available for PTSD
occurring in preschool-age children (i.e., 6 years
and younger)

Rationale:

DSM-IV criteria for PTSD were not developmentally
sensitive to very young children. For instance, young
children are limited in their capacity to describe
cognitions and internal experiences.

Numerous studies indicate that children exposed to
trauma can exhibit significant anxiety and other forms of
distress that warrant treatment but, due to the
inadequacy of the adult criteria, do not meet threshold
for PTSD in DSM-IV.

Navigating DSM-5, Mehul Mankad, M.D.

Binge Eating Disorder (BED)
(Feeding and Eating Disorders)

Elevated to the main body of the manual from
DSM-IV’s Appendix

Rationale:

BED is highly recognized in the clinical literature as a
valid and clinically useful diagnosis.

Further, a significant proportion of cases of DSM-IV’ s
eating disorder not otherwise specified (EDNOS) would
meet criteria for BED; therefore, this should reduce use
of the unspecified eating and feeding disorder
designation in DSM-5.

Sept 18, 2013




Wake AHEC & UNC-CH School of Social Work Clinical Lecture Series Webinar Handout 10

Anorexia Nervosa (AN)

* Diagnosis no longer requires amenorrhea
Rationale:

This requirement was already excluded for males,
premenarcheal and postmenopausal females, and
women using birth control pills.

Data indicate females who menstruate but
otherwise meet criteria for AN are clinically similar
to non-menstruating females with AN.

Sexual Dysfunctions

* Vaginismus and dyspareunia are merged into
genito-pelvic pain/penetration disorder

Rationale: These two DSM-IV disorders were highly
comorbid and difficult to differentiate, resulting in poor
clinical utility and reliability. Data suggest they likely
represent overlapping features of a single condition.

* To indicate the presence and degree of medical
and nonmedical correlates, select associated
features were added to text (e.g., partner factors,
cultural or religious factors)

Gender Dysphoria

* Newly added as a separate diagnostic class in DSM-5
Rationale:

This new diagnostic class reflects a change in the
conceptualization of gender identity disorder’s (GID) defining
features by emphasizing the phenomenon of “gender
incongruence” rather than cross-gender identification, as in
DSM-IV.

— The name change responds to concerns from consumers
and advocates that the term gender identity disorder was
stigmatizing.

— The revised term is already familiar to clinicians working
with these populations and better reflects the emotional
component of the diagnostic criteria.

Gender Dysphoria

* Criteria now include two separate sets for
children and for adults/adolescents

Rationale:

Slight changes in the wording of criteria for children
were necessary given developmental considerations.

For example, some children might not verbalize the
desire to be of another gender due to fear of social
reprimand or if living in a household where such
verbalizations lead to punishment.

Conduct Disorder (CD)

(Disruptive, Impulse-Control, and Conduct Disorders)

* Addition of a conduct disorder specifier called
“ . . . . . ”
with limited prosocial emotions
Rationale:
Data have identified a subgroup of children with CD that

display a lack of guilt and empathy, lack of concern over
performance in important activities, and shallow affect.

Compared to other children with CD, this subgroup appears
to have more severe symptoms, a more stable course, and
greater levels of aggression.

Specifier will inform the development of specialized
treatments for this subgroup.

Intermittent Explosive Disorder (IED)

* Provides more specific criteria to define types of
outbursts and the frequency needed to meet
threshold. Further, diagnosis is now limited to
children at least 6 years of age.

Rationale:

More explicit criteria was needed to better differentiate
IED from similar disorders of DMDD and CD, which also
involve outbursts of aggressive or negative behavior.

The addition of the age limit to children at least 6 years
reflects the lack of research on IED in very young
populations.

Navigating DSM-5, Mehul Mankad, M.D.
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Substance Use Disorder (SUD)
(Substance-Related and Addictive Disorders)

* Consolidate substance abuse with substance
dependence into a single disorder called
substance use disorder

Rationale:

Dependence is a misunderstood term that has negative
connotations when in fact it refers to normal patterns
of withdrawal that can occur from the proper use of
medications.
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Substance Use Disorder (cont.)

Further, studies from clinical and general populations
indicate DSM-IV substance abuse and dependence
criteria represent a singular phenomenon but
encompassing different levels of severity.

Mild SUD (2-3/11 criteria) will be coded with the DSM-IV
substance abuse code to reflect the intent but not reality
of considering substance abuse less severe than
substance dependence.

Moderate (4-5/11 criteria) and severe (6+/11 criteria)
SUD will be coded with DSM-IV substance dependence
codes.

Substance Use Disorder (cont.)

* Removal of one of the DSM-IV abuse criteria (legal
consequences), and addition of a new criterion for
SUD diagnosis (craving or strong desire or urge to
use the substance)

Rationale:

The legal criterion had poor clinical utility and its relevance
to patients varied based on local laws and enforcement of
those laws.

Addition of craving as a symptom is highly validated, based
on clinical trials and brain imaging data, and may hold
potential as a future biomarker for the diagnosis of SUD.

Neurocognitive Disorders (NCD)

Use of the term major neurocognitive disorder
rather than dementia

Rationale:

The term dementia is usually associated with
neurodegenerative conditions occurring in older
populations, as in Alzheimer’s disease and Lewy Body
dementia.

However, DSM-5’s major NCD refers to a broad range
of possible etiologies that can occur even in young
adults, such as major NCD due to traumatic brain
injury or HIV infection.

Mild NCD

* Newly added to DSM-5
Rationale:

Patients with mild NCD are frequently seen in clinics
and in research settings, and there is widespread
consensus throughout the field that these
populations can benefit from diagnosis and
treatment.

The clinical utility of such a diagnosis also is highly
supported in the literature.

Navigating DSM-5, Mehul Mankad, M.D.

NCD Subtypes

Elevation of DSM-IV etiological subtypes (e.g.,
frontotemporal dementia, dementia with Lewy
Bodies) to separate, independent disorders

Rationale:

Separate criteria for 10 etiologies were developed based
on clinical need and to reflect best clinical practices
endorsed by neurologists, neuropsychiatrists, and others
who routinely work with these patients.

Etiological criteria provide clarity for clinicians, more
accurate diagnoses for patients, and support for
researchers in uncovering potential biomarkers that may
inform diagnosis in the future.
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Personality Disorders (PD)

* All 10 DSM-IV PDs remain intact in Section II.

* However, Section lll contains an alternate, trait-based approach to
assessing personality and PDs that includes specific PD types (e.g.,
borderline, antisocial) but allows for the rating of traits and facets,
facilitating diagnosis in individuals who meet core criteria for a PD but do
not otherwise meet a specific PD type.

Rationale:

A hybrid model with both dimensional and categorical approaches is
included in Section IlI.

This model calls for evaluation of impairments in personality functioning and
characterizes five broad areas of pathological personality traits. It identifies
six PD types, each defined by both impairments in personality functioning
and a pattern of impairments in personality traits.

We will evaluate the strengths and weaknesses of the model, leading to
greater understanding of the causes and treatments of PDs.

Optional Section Il Measures
Recommended for Further Study
and Evaluation

Optional Measurements in DSM-5

* Assess patient characteristics not necessarily included
in diagnostic criteria but of high relevance to
prognosis, treatment planning and outcome for most
patients

* In DSM-5, these include:

—Level 1 and Level 2 Cross-Cutting Symptom
assessments

— Diagnosis-specific Severity ratings

— Disability assessment

* May be patient, informant, or clinician completed,
depending on the measure

Level 1 Cross-Cutting Symptom Measure

* Referred to as “cross-cutting” because it calls
attention to symptoms relevant to most, if not all,
psychiatric disorders (e.g., mood, anxiety, sleep
disturbance, substance use, suicide)

— Self-administered by patient
— 13 symptom domains for adults

— 12 symptoms domains for children 11+, parents of
children 6+

— Brief—1-3 questions per symptom domain
— Screen for important symptoms, not for specific
diagnoses (i.e., “cross-cutting”)

Patient-Rate Level 1 Cross Cutting Measure

Note: The following questions inquire about how you have ben feeling over the past two weeks

Nose [Sight  [MEd | Moderate | Severe

Patient-Rate Level 1 Cross Cutting Measure
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Level 2 Cross-Cutting Measure

¢ Completed when the corresponding Level 1 item is
endorsed at the level of “mild” or greater (for
most but not all items, i.e., psychosis and
inattention)

— Gives a more detailed assessment of the
symptom domain

— Largely based on pre-existing, well-validated
measures, including the SNAP-IV (inattention);
NIDA-modified ASSIST (substance use); and
PROMIS ® forms (anger, sleep disturbance,
emotional distress)

Example of a Level 2 Cross-cutting Assessment: Sleep
Please respond to each item by choosing one option per question.
Notatall | Alittle bit | Somewhat | Quitea |  Very
In the past SEVEN (7) DAYS.... bit much
My sleep was restless. 01 02 \ 03 Q4 as
| was satisfied with mysleep. | 95 [ Q4 [ Qs [ D02 [ Q1
My sleep was refreshing. [ 95 [ @4 ] @3 [ 0z [ @1
| had difficulty falling asleep. \ a1 \ a2 \ Qs \ a4 ‘ as
In the past SEVEN (7) DAYS.... Never Rarely Sometimes | Often Always
| had trouble staying asleep. a1 Q2 as Q4 as
| had trouble sleeping. [ 01 [ @2 [ as [ o4 | os
| got enough sleep. [ 9s [ @4 [ @3 [ 0z [ Q1
In the past SEVEN (7) DAYS... [ VeryPoor | Poor | Far | Good | Very good
My sleep quality was... ‘ Qs ‘ Q4 ‘ a3 ‘ a2 ‘ a1

Diagnosis-Specific Severity Measures

* For documenting the severity of a specific
disorder using, for example, the frequency and
intensity of its component symptoms

* Can be administered to individuals with:

— A diagnosis meeting full criteria

— An “other specified” diagnosis, esp. a clinically
significant syndrome that does not meet diagnostic
threshold

* Some clinician-rated, some patient-rated

Diagnosis-Specific Severity Assessment:
Symptom Domains for Schizophrenia

* Hallucinations
* Delusions
* Disorganized Speech

* Abnormal Psychomotor Beh

* Negative Symptoms
(Restricted Emotional
Expression or Avolition)

| A moderate
mpaired Cognition 4 = Present and
* Depression severe

* Mania

0 = Not Present

1 = Equivocal

2 = Present, but mild
3 = Present and

World Health Organization Disability
Assessment Schedule (WHODAS 2.0)

* WHODAS 2.0 is the recommended, but not required,
assessment for disability

Corresponds to disability domains of ICF

* Developed for use in all clinical and general population
groups

* Tested world-wide and in DSM-5 Field Trials

* 36 questions, self-administered with clinician review

* For Adult Patients

— Child version developed by DSM-5, not yet approved by
WHO

Navigating DSM-5, Mehul Mankad, M.D.

WHODAS Domains

Getting around
Self Care

Life activities
—household
—work or school

Understanding and communicating

Getting along with people

Participation in Society

Sept 18, 2013



Wake AHEC & UNC-CH School of Social Work Clinical Lecture Series Webinar Handout 14

Accessing the Measures

¢ Print:
— Level 1 X-C Adult and Parent
— Psychosis Severity Use of DSM-5
— Adult Disability

* Online:
—All Level 1 and Level 2 X-C
— All Disorder Severity
— Adult Disability

¢ www.psychiatry.org/dsm5

Definition of a Mental Disorder

syndrome characterized by clinically significant
disturbance in an individual’ s cognition, emotion
regulation, or behavior that reflects a dysfunction in

Definition of a Mental Disorder

the psychological, biological, or developmental * The diagnosis of a mental disorder should
processes underlying mental functioning. have clinical utility: it should help clinicians
usually associated with significant distress or to determine prognosis, treatment plans,
disability in social, occupational, or other important . .
activities. and potential treatment outcomes for their
An expectable or culturally approved response to a patients.
common stressor or loss, such as the death of a loved X . .
one, is not a mental disorder. Socially deviant behavior * However, the diagnosis of a mental disorder
(e.g., political, religious, or sexual) and conflicts that are ; ;
primarily between the individual and society are not is not equivalent to a need for treatment.

mental disorders unless the deviance or conflict results
from a dysfunction in the individual, as described
above.

Cautionary Statement for Forensic Use New DSM-5 Diagnoses Code Issues

... the use of DSM-5 should be informed by an awareness

- S . . ; - * Dual coding provided to account for lag between
of the risks and limitations of its use in forensic settings. In , N L .
N L . } DSM-5" s publication and official implementation
most situations, the clinical diagnosis of a DSM-5 mental
. . o of ICD-10-CM codes (October 1, 2014)
disorder such as intellectual disability (intellectual
developmental disorder), schizophrenia, major * Codes accompany each criteria set

neurocognitive disorder, gambling disorder, or pedophilic

— Some codes are used for multiple disorders
disorder does not imply that an individual with such a

condition meets legal criteria for the presence of a mental * Inselect places., .unlque codes ::;lre given for
disorder or a specified legal standard (e.g., for subtypes, specifiers, and severity

competence, criminal responsibility, or disability). For the * For neurocognitive and substance/medication-
latter, additional information is -usually required beyond induced disorders, coding depends on further
that contained in the DSM-5 diagnosis. specification

Navigating DSM-5, Mehul Mankad, M.D. Sept 18, 2013
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New DSM-5 Diagnoses Code Issues

New DSM-5 Diagnoses Code Issues

DSM-5 ICD-9- ICD-9-CM ICD-10- |ICD-10-CM Title
Disorder CM Code |Title CM Code
Social 315.39 |Other F80.89 Other
(Pragmatic) developmental developmental
Communication speech or disorders of
Disorder language speech and
disorder

language
Disruptive 296.99 Other Specified F34.8 Other Persistent
Mood Episodic Mood Mood [Affective]
Dysregulation Disorder .
Disorder Disorder
Premenstrual |65 4 Premenstrual |N94.3 Premenstrual
Dysphoric tension tension
Disorder (from ndrom ndrom
DSM-IV syl omes syl ome
appendix)

DSM-5 Disorder |ICD-9-CM |ICD-9-CM Title |ICD-10-  |ICD-10-CM Title
Code CM Code

Hoarding 300.3 |OCD F42 OCD

Disorder

Excoriation (Skin [698.4 dermatitis |198.1 |factitial

Picking) Disorder factitia dermatitis

[artefacta]

Binge Eating 307.51 |bulimia F50.2 |bulimianervosa

Disorder (from nervosa

DSM-IV

Appendix)

Substance Use Coding will be applied based on severity: ICD codes

Disorders associated with substance abuse will be used to indicated
mild SUD; ICD codes associated with substance dependence
will be used to indicate moderate or severe SUD

New DSM-5 Diagnoses Code Issues

When using these DSM-5 diagnoses,
clinicians should note the name of the
disorder next to the code listing, since no
distinct code yet exists for these diagnoses.

The APA is working with insurers to ensure
these are recognized as distinct

Navigating DSM-5, Mehul Mankad, M.D.

Important Insurance Considerations

¢ There may be some delay for certain insurance carriers to
update their coding systems

* Similar delays may exist for removing the multiaxial format
from forms and computer systems

— Place all mental and other medical disorders on a single list—with
ICD code and name of disorder

— In place of Axis IV, use DSM-5’ s v/z/t codes

— WHODAS 2.0 provided for disability rating (formerly Axis V), but
no replacement for the GAF has been approved as of yet

For more information about CMS acceptance of DSM-IV and ICD-9-
CM codes, visit their online FAQ at:
https://questions.cms.gov/fag.php?id=5005&faqld=1817
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