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 Removal of Multiaxial System 

 

 Removal of NOS 

 

New Diagnostic Codes 

 

 Restructuring of Diagnostic Categories 

 

Dimensional vs Categorical Classification 



 ICD 
 Developed by WHO 

 

 Multinational, 
multilingual, 
interdisciplinary 

 

 Free, open resource 

 

 70% clinicians 
worldwide  

 

 Diagnostic guidelines 

DSM 
 Developed by APA 

 

 US 

 

 

 Purchased. All 
proceeds to APA 

 

 23% clinicians 
worldwide 

 

 Diagnostic criteria 

   Jones, 2013 



 Axis I 
 296.90 Mood Disorder NOS 

 314.01 ADHD Combined 
type 

 995.52 Neglect of child 

 AXIS II   
 V71.09 No Diagnosis 

 Axis III  
 Hx of Ear infections 

 AXIS IV  
 Social environmental 

primary support group 
stressors, 

 Axis V GAF=51 

 
 

 

 296.99 Disruptive Mood 
Dysregulation Disorder 

 314.01 ADHD combined 
presentation 

 V61.8 Upbringing away 
from parents 

 995.52 Child Neglect, 
confirmed, subsequent 
encounter 

 V62.89 Discord with Social 
Service Provider 

 V15.59 Personal History of 
Self Harm 

 

 

  



 

 Intellectual Developmental Disorder 

 

 

 Autism Spectrum Disorder 

 

 

 Attention Deficit/Hyperactivity Disorder 

 

 



 Includes both a current intellectual deficit 

and a deficit in adaptive functioning. 

 Deficits in general mental abilities such as 

reasoning, problem-solving, abstract thinking, 

judgment, academic learning, and learning from 

experience. 

 Impairment in adaptive functioning for age and 

sociocultural background. Demonstrated in 

communication, social participation, functioning 

in school, personal independence at home or 

community settings.  
 (American Psychiatric Association, 2013) 

 

 

 



 Conceptual Domain 

 Preschoolers may not show obvious differences 

 Social Domain 

 Preschoolers may show immature social 

interactions. 

 Concrete communication and language 

 Social judgment immature 

 Practical Domain 

 Personal care skills may not be age appropriate. 

 Recreational skills resemble age-mates 
 (American Psychiatric Association, 2013) 

 

 



 Conceptual Domain 

 Conceptual skills lag markedly behind peers 

 Language and pre-academic skills develop slowly 

 Social Domain 

 Marked differences from peers in social and 

communicative behavior 

 Practical Domain 

 Extended period of teaching and time needed to 

become independent in eating, dressing, 

elimination, and hygiene. 
 (American Psychiatric Association, 2013) 



 Conceptual Domain 

 Attainment of conceptual skills extremely limited 

 Social Domain 

 Most will use non-verbal communication to 

initiate and respond to social attention and 

interactions. 

 Practical Domain 

 Support required for all aspects of meals, 

bathing, dressing, and elimination. 
 (American Psychiatric Association, 2013) 

 



 

 Persistent Deficits in social communication 

across contexts. 

 

 Deficits in social/emotional reciprocity 

 Deficits in nonverbal communication 

 Deficits in developing and maintaining 

relationships 

 

 
 (American Psychiatric Association, 2013) 

 



 Restricted, repetitive behavior, interests, or 

activities. 

 Stereotyped or repetitive speech, motor 

movements, or use of objects. 

 Excessive adherence to routines, ritualized 

patterns of verbal or nonverbal behavior, or 

excessive resistance to change. 

 Highly restricted, fixated interests that are 

abnormal in intensity or focus. 

 Hyper-or hypo-reactivity to sensory input or 

unusual interest in sensory aspects of 

environment 
 

 (American Psychiatric Association, 2013) 



 Level 3 Severe 
 Few words, rarely initiates interactions, minimal 

response to others 

 

 Level 2 Moderate 
 Speaks in short sentences, limited social initiation of 

social interaction, markedly odd non-verbal 
communication 

 

 Level 1 Mild 
 Speaks in full sentences, engages in non-reciprocal 

communication, attempts to make friends typically 
unsuccessful 

• (American Psychiatric Association, 2013) 

 



 LEVEL 3 Severe 
 Inflexibility of behavior; repetitive behaviors markedly 

interfere with functioning in all spheres. 

 Level 2 Moderate 
 Behavioral inflexibility and repetitive actions frequent 

enough to be noticed by the casual observer and 

interfere with functioning in a variety of contexts. 

 Level 1 Mild 
 Inflexibility causes significant dysfunction in one or 

more contexts. Problems with organization and 

planning hamper independence. 

 
• (American Psychiatric Association, 2013) 

 

 



 Persistent difficulties in the social use of 

verbal and non-verbal communication 

Deficits result in functional limitations in 

effective communication, social 

participation, social relationships, academic 

or occupational performance. 

Onset in the developmental period 

Not attributable to a medical or neurological 

condition or low abilities in word structure or 

grammar.  
 (American Psychiatric Association, 2013) 



 Inattention (6 or more of the following) 

 Makes careless mistakes. 

 Difficulty sustaining attention in tasks or play. 

 Does not seem to listen when spoken to. 

 Does not follow through on tasks. 

 Difficulty organizing tasks and activities. 

 Avoids tasks that involve sustained mental effort. 

 Loses things necessary for tasks or activities. 

 Easily distracted by extraneous stimuli. 

 Is forgetful in daily activities. 
 (American Psychiatric Association, 2013) 

 



Hyperactivity and impulsivity (6 or more)  
 Often fidgets with/taps hands or feet, or 

squirms. 

 Often leaves seat when staying in seat is 
expected. 

 Runs about or climbs when it is inappropriate. 

 Unable to play quietly. 

 On the go, acts as if driven by a motor. 

 Talks excessively. 

 Blurts out answers. 

 Difficulty waiting his or her turn. 

 Interrupts or intrudes on others. 
 (American Psychiatric Association, 2013) 

 



 Symptoms must be present prior to age 12. 

 

 Symptoms occur in two or more settings. 

 

 Symptoms are identified by at least two 

different informants.  



 Schizophrenia-Eliminated subtypes 

 

 Schizoaffective Disorder- A major mood 

disorder must be present for the majority of 

duration. 

 

Delusional Disorder-Delusions no longer need 

to be “nonbizarre” 



 Bipolar I Disorder 

 

 Bipolar II Disorder 

 

 Cyclothymic Disorder 

 

Other Specified Bipolar and Related Disorder 

 

Unspecified Bipolar and Related Disorder 

 



 At least one manic episode which may be 

preceded by or followed by a hypomanic or 

major depressive episode 

 Fewer subtypes 

 Emphasizes changes in activity and energy, not just 

 mood. 

 New specifiers  

  with anxious distress 

  with psychotic features 

  with peripartum onset 

   

   

 

 

 



 Requires at least one hypomanic and at least 

one major depressive episode 

 

New specifiers 
 With anxious distress 

 With mixed features 



Disruptive Mood Dysregulation Disorder 

 

Major Depressive Disorder 

 

 Persistent Depressive Disorder 

 

 Premenstrual Dysphoric Disorder 



 Severe recurrent temper outbursts 
 Verbal rages or physical aggression 

 Rages are inconsistent with developmental level 

Outbursts occur 3x’s or more per week in 2 
of three settings 

Mood disturbance 
 Mood is irritable or angry nearly all the time 

 The mood is observed by others 

 Child is no younger than 6 years old; onset 
before age 10.  

No evidence of mania     
 (American Psychiatric Association, 2013) 

 



 

No more bereavement exclusion 

 

 

New Specifiers 
 Anxious distress 

 Psychotic features 

 Peripartum onset 

 

 

 



Depressed mood present for most of the day 

for at least 2 years adults or 1 year in 

children 

 

No longer thought of as a mild form of 

depression 

 

  Specify severity 
 Mild 

 Moderate 

 Severe 

 



 Separation Anxiety Disorder 

 Selective Mutism 

 Specific Phobia 

 Social Anxiety Disorder 

 Panic Disorder 

 Agoraphobia 

Generalized Anxiety Disorder 

 Substance/Medication-Induced Anxiety 
Disorder 

Unspecified or other Specified Anxiety 
Disorder 



 Those over 18 do not have to recognize their 

anxiety as unreasonable or excessive 

 Adults can be diagnoses with Separation 

Anxiety 

 Agoraphobia is a codable diagnosis 

 Combined Panic Disorder with and without 

Agoraphobia 



 Marked Fear about one or more social situations 
in which the individual is exposed to possible 
scrutiny by others (e.g., conversing, eating and 
drinking, giving a speech). 

 

 Fear that he or she will act in a way that will 
result in negative evaluation (e.g., be 
humiliated, embarrassed, rejected) 

 

 The fear, anxiety and avoidance is out of is out 
of proportion to the actual threat, and causes 
clinically significant distress or impairment in 
social, occupational functioning. 

 (American Psychiatric Association, 2012) 

 



Obsessive Compulsive Disorder 

 

 Body Dysmorphic Disorder 

 

Hoarding Disorder 

 

 Trichotillomania 

 

 Excoriation Disorder 



 Repeated skin picking that results in lesions  

 

Nail biting, lip biting, and cheek chewing can 

be diagnosed as “other specified obsessive 

compulsive and related disorder” 

 

 So can Obsessional Jealousy 

 



 Individuals with OCD no longer need to 

recognize that obsessions/compulsions are 

excessive or unreasonable. 

OCD has new specifiers 
 Good or fair insight 

 Poor insight 

 Absent insight/delusional 



 Reactive Attachment Disorder 

 

Disinhibited Social Engagement Disorder 

 

 Posttraumatic Stress Disorder 

 

 Acute Stress Disorder 

 

 Adjustment Disorders 

 



 Child actively approaches and interacts with 
unfamiliar adults. 

 Reduced reticence to approach unfamiliar adults. 

 Overly familiar behavior that violates culturally 
sanctioned boundaries. 

 Diminished checking back with adult caregiver after 
venturing away. 

 Willingness to off with unfamiliar adult  

 Behavior is not limited to impulsivity as in ADHD, 
but includes socially disinhibited behavior. 

 Pathogenic care. 

 Child is at least 9 months old.  
 (American Psychiatric Association, 2013) 



 Pattern of disturbed attachment behaviors 
 Rarely seeks comfort when distressed 

 Rarely responds when comfort is offered 

 Persistent social and emotional disturbance 
 Lack of social/emotional responsiveness 

 Limited positive affect 

 Episodes of unexplained irritability, sadness, or fearfulness 
around adult caregivers 

 Does not have Autistic Spectrum Disorder 

 Pathogenic care 
 Persistent disregard for child’s basic emotional needs 

 Persistent disregard for child’s basic physical needs 

 Repeated changes of primary caregiver 

 Rearing in unusual settings  

 Child is at least 9 months old     
(American Psychiatric Association, 2012)    



 4 symptom clusters: 
 Re-experiencing 

 Avoidance 

 Negative cognitions and mood 

 Reactivity and arousal 

 Acquired in 4 ways: 
 Direct experience of a traumatic event 

 Witnessing the event in person 

 Having a close family member who experiences a 
traumatic event 

 Repeated first hand exposure to details of 
traumatic event 



 Exposure to death or threatened death; actual or 
threatened serious injury; actual or threatened 
sexual violation. 
 Directly experiencing the event 

 Witnessing an event that occurred to others. 

 Learning that the event occurred to a parent or primary 
caregiver. 

 Presence of intrusion symptoms associated with the 
event. 
 Spontaneous or cued recurrent  memories of event 

 Recurrent distressing dreams with content or affect is 
related to event. 

 Dissociative reactions. 

 Intense psychological distress or physiological reactions 
at exposure to cues related to the event. 

 (American Psychiatric Association, 2013) 
 



 

 Persistent avoidance of stimuli associated with 

the event 

 Activities, places, physical reminders 

 People, conversations, or interpersonal situations 

OR 

 Negative alterations in cognitions and mood 

associated with the event.  

 Diminished interest in activities, constriction of play. 

 Social withdrawal 

 Reduction in expression of positive emotion. 

 (American Psychiatric Association, 2013 

 
 

 

 



 Alterations in arousal and reactivity 

associated with the event. 

 Irritable, angry, or aggressive behavior, including 

extreme temper tantrums. 

 Hypervigilance. 

 Exaggerated startle response. 

 Problems with concentration. 

 Sleep disturbance. 

 



 Somatic Symptom Disorder 

 Illness Anxiety Disorder 

 Conversion Disorder 

 Psychological Factors Affecting other Medical 

conditions 

 Factitious Disorder  

Other Specified or Unspecified Somatic 

Symptom and Related Disorders  



 Pica 

 Rumination Disorder 

 Avoidant/restrictive Food Intake Disorder 

 Bulimia Nervosa 

 Binge Eating Disorder 

 Anorexia Nervosa 

 Restricting Type 

 Binge Eating Type 



 Restriction of food intake leading to 

significantly low body weight 

 Intense fear of becoming fat 

 Lack of awareness of seriousness of weight, 

distorted body image 

 Amenorrhea no longer necessary 

 Severity based on Body Mass Index 
 Mild-BMI ≥ 17 

 Moderate BMI ≥ 16-16.99 

 Severe BMI ≥ 15-15.99 

 Extreme BMI < 15 

 

 



 Recurrent episodes of binge eating 

 Recurrent compensatory behaviors 

Occurs at least 1x per week for 3 months 

 Self evaluation is influenced by weight and 

body shape 

 Severity based on average frequency of 

episodes 

 Mild 1-3 per week 

 Moderate 4-7 per week 

 Severe 8-13 per week 

 Extreme 14 or more per week  



 Recurrent Episodes of eating 
 Eating, over 2 hours, more than most people eat 

 Sense of lack of control during episode 

 Episodes associated with the following 
 Rate of intake 

 Eating until uncomfortable full 

 Eating when not hungry 

 Eating alone 

 Feelings of self-loathing, guilt, depression 

 Marked Distress over behavior 

 Occurs at least 1x a week for three months 

 Not associated with Bulimia 

 Severity ratings same as for Bulimia 



 Pica 

 

 Rumination Disorder-repeated regurgitation 

of food 
 Re-chewed 

 Re-swallowed 

 Spat out 

 

 Avoidant/restrictive Food Intake Disorder 

 Based on sensory characteristics of the food 



No longer classified with Sexual Disorders 

 

 

 

 Replaces Gender Identity Disorder 



Oppositional Defiant Disorder 

 Intermittent Explosive Disorder 

 Conduct Disorder 
 Mild, moderate or severe 

 New specifiers 

 Lack of remorse of guilt 

 Callous-lack of empathy 

 Unconcerned about performance 

 Shallow or deficient affect 

 Antisocial Personality Disorder 

 Pyromania 

 Kleptomania 



 Substance Use Disorder 

 

 Substance Intoxication 

 

 Substance Withdrawal 

 

Gambling Disorder 



 Alcohol 

 

  Caffeine 

 

 Cannabis 

 

Opioid 

 

Hallucinogen 

 
 

 

 

 

 Inhalant 

 

 Sedative, hypnotic, 
or anxiolytic 

 

 Stimulant 

 

 Tobacco 

 

Other 
 (Jones, 2013). 



 Abuse and dependence combined. 

 

 2 of 11 symptoms required for diagnosis  

 

 Legal problems no longer a criterion, but 

craving added as a criterion. 

 

 Severity 
 Mild 2-3 symptoms 

 Moderate 4-5 symptoms 

 Severe 6 or more symptoms 



 Criteria unchanged  

 

 Axis II no longer exists 



 Relational Problems 
 Upbringing away from  Parents 

 Child Affected by Parental Relationship Distress 

 Abuse and Neglect 
 Confirmed vs suspected 

 Initial vs subsequent encounter 

 Adult vs Child 

 Psychological maltreatment added 

 Educational and Occupational Problems 
 Military Deployment 

 

 



Other Problems Related to the Social 

Environment 
 Social Exclusion or Rejection 

 Target of Perceived Adverse Discrimination or 

Persecution 

 Problem Related to Living Alone 

Housing and Economic Problems 
 Discord with Neighbor, Lodger, or Landlord 

 Lack of Adequate Food or Safe Drinking Water  

 Problems Related to Crime and Interaction 

with the Legal System 
 Problems Related to Release from Prison 



Other Health Service Encounters for 

Counseling and Medical Advice 
 Sex Counseling 

 Other Counseling or Consultation 

 Problems Related to Other Psychosocial, 

Personal, and Environmental Circumstances 
 Problems related to Multiparity 

  Other Circumstances of Personal History 
 Personal History of Self Harm 

 



 Problems Related to Access to Medical and 

Other Health Care 

 

Nonadherence to Medical Treatment 
 Overweight or Obese 

 Wandering Associated with a Mental Disorder 
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