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Preface to DSM-5-TR

The American Psychiatric Association’s Diagnostic and Statistical Manual of
Mental Disorders, Fifth Edition, Text Revision (DSM-5-TR), is the first published revision to
DSM-5. This revised manual integrates the original published DSM-5 diagnostic criteria with
modifications (mostly for clarity) for over 70 disorders, comprehensively updated descriptive
text accompanying each of the DSM disorders based on reviews of the literature since the
publication of DSM-5, and the addition of a new diagnosis, prolonged grief disorder, and
symptom codes for reporting suicidal and nonsuicidal self-injurious behavior. These changes
differ from the scope of the prior text revision, DSM-IV-TR, in which the updates were confined
almost exclusively to the text, leaving the diagnostic criteria virtually unchanged. This edition
also integrates all prior online updates made to DSM-5 after its publication in 2013, in response
to usage, specific scientific advances, and ICD-10-CM coding adjustments through an iterative
revision process. Consequently, DSM-5-TR is the product of three separate revision processes,
each one overseen by separate (but overlapping) groups of experts: the development of the
original DSM-5 diagnostic criteria and text by the DSM-5 Task Force, published in 2013;
updates to the DSM-5 diagnostic criteria and text by the DSM Steering Committee, which has
overseen the iterative revision process; and fully updated text overseen by the Revision
Subcommittee.

The clinical and research understanding of mental disorders continues to advance. As a
result, most of the DSM-5-TR disorder texts have had at least some revision since the 9 years
from original publication in DSM-5, with the overwhelming majority having had significant
revisions. Sections of the text that were most extensively updated were Prevalence, Risk and
Prognostic Factors, Culture-Related Diagnostic Issues, Sex- and Gender-Related Diagnostic
Issues, Association With Suicidal Thoughts or Behavior, and Comorbidity. Also, for the first
time ever, the entire DSM text has been reviewed and revised by a Work Group on Ethnoracial
Equity and Inclusion to ensure appropriate attention to risk factors such as the experience of
racism and discrimination, as well as to the use of non-stigmatizing language. For future periodic
DSM-5-TR coding and other updates, see www.dsmb5.org.

For benefit of reference in this manual, “DSM” refers generally to DSM as an entity, not
specifying a particular edition (e.g., “Clinical training and experience are needed to use DSM for
determining a clinical diagnosis.”). “DSM-5" refers to the entire set of currently approved
criteria sets, disorders, other conditions, and content officially published in May 2013. “DSM-5-
TR” refers to approved text in this current volume. Although the scope of the text revision did
not include conceptual changes to the criteria sets or to other DSM-5 constructs, the need to
make changes in certain diagnostic criteria sets for the purpose of clarification became apparent
in conjunction with the text updates made across the book. Because the conceptual construct of
criteria is unchanged, the criteria sets in DSM-5-TR that had their origins in DSM-5 are still
referred to as “DSM-5-criteria.” The new diagnostic entity prolonged grief disorder is referred to


http://www.dsm5.org

as a DSM-5-TR disorder, because of its addition in this volume.

The development of DSM-5-TR was a tremendous team effort. We are especially indebted to
the tireless efforts of Wilson M. Compton, M.D., M.P.E., and Daniel S. Pine, M.D., as DSM-5
Text Revision Subcommittee Vice Chairs, as well as the more than 200 experts from across our
field who did the lion’s share of the work in the preparation of the text revision. We would also
like to thank Paul Appelbaum, M.D., Chair of the DSM Steering
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Committee, along with the entire DSM Steering Committee, for their careful review of the
text and criteria clarifications, and for making other helpful suggestions. Special gratitude goes to
Ann M. Eng, DSM Managing Editor, for her timely shepherding of the DSM-5-TR development
process from planning to completion and for her meticulous attention to detail, all critical to the
success of this revision. We are grateful for the valuable contributions and help of Nitin Gogtay,
M.D., Chief of the American Psychiatric Association Division of Research and Deputy Medical
Director; Diana E. Clarke, Ph.D., Managing Director of Research and Senior Research
Statistician/Epidemiologist; and Lamyaa H. Yousif, M.D., Ph.D., M.Sc., Senior DSM Operations
Manager and Research Associate. We are thankful for the leadership of John McDulffie,
Publisher, American Psychiatric Association Publishing, and the work of the following editorial
and production staff at American Psychiatric Association Publishing in bringing this important
work to fruition: Greg Kuny, Managing Editor, Books; Tammy Cordova, Graphic Design
Manager; Andrew Wilson, Director of Production; Judy Castagna, Assistant Director of
Production Services; Erika Parker, Acquisitions Editor; Alisa Riccardi, Senior Editor, Books;
and Carrie Y. Farnham, Senior Editor, Books. Finally, we also recognize with appreciation Saul
Levin, M.D., M.P.A., CEO and Medical Director of the American Psychiatric Association, for
his advocacy and support of this comprehensive text revision.

Michael B. First, M.D.

Revision Subcommittee Co-Chair and DSM-5-TR Editor
Philip Wang, M.D., Dr.P.H.

Revision Subcommittee Co-Chair

November 5, 2021
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Preface to DSM-5

The American Psychiatric Association’s Diagnostic and Statistical Manual of

Mental Disorders (DSM) is a classification of mental disorders with associated criteria designed
to facilitate more reliable diagnoses of these disorders. With successive editions over the past 60
years, it has become a standard reference for clinical practice in the mental health field. Since a
complete description of the underlying pathological processes is not possible for most mental
disorders, it is important to emphasize that the current diagnostic criteria are the best available
description of how mental disorders are expressed and can be recognized by trained clinicians.
DSM is intended to serve as a practical, functional, and flexible guide for organizing information
that can aid in the accurate diagnosis and treatment of mental disorders. It is a tool for clinicians,
an essential educational resource for students and practitioners, and a reference for researchers in
the field.

Although this edition of DSM was designed first and foremost to be a useful guide to clinical
practice, as an official nomenclature it must be applicable in a wide diversity of contexts. DSM
has been used by clinicians and researchers from different orientations (biological,
psychodynamic, cognitive, behavioral, interpersonal, family/systems), all of whom strive for a
common language to communicate the essential characteristics of mental disorders presented by
their patients. The information is of value to all professionals associated with various aspects of
mental health care, including psychiatrists, other physicians, psychologists, social workers,
nurses, counselors, forensic and legal specialists, occupational and rehabilitation therapists, and
other health professionals. The criteria are concise and explicit and intended to facilitate an
objective assessment of symptom presentations in a variety of clinical settings—inpatient,
outpatient, partial hospital, consultation-liaison, clinical, private practice, and primary care—as
well in general community epidemiological studies of mental disorders. DSM-5 is also a tool for
collecting and communicating accurate public health statistics on mental disorder morbidity and
mortality rates. Finally, the criteria and corresponding text serve as a textbook for students early
in their profession who need a structured way to understand and diagnose mental disorders as
well as for seasoned professionals encountering rare disorders for the first time. Fortunately, all
of these uses are mutually compatible.

These diverse needs and interests were taken into consideration in planning DSM-5. The
classification of disorders is harmonized with the World Health Organization’s International
Classification of Diseases (ICD), the official coding system used in the United States, so that the
DSM criteria define disorders identified by ICD diagnostic names and code numbers. In DSM-5,
both ICD-9-CM and ICD-10-CM codes (the latter scheduled for adoption in October 2015) are
attached to the relevant disorders in the classification.

Although DSM-5 remains a categorical classification of separate disorders, we recognize that
mental disorders do not always fit completely within the boundaries of a single disorder. Some
symptom domains, such as depression and anxiety, involve multiple diagnostic categories and



may reflect common underlying vulnerabilities for a larger group of disorders. In recognition of
this reality, the disorders included in DSM-5 were reordered into a revised organizational
structure meant to stimulate new clinical perspectives. This new structure corresponds with the
organizational arrangement of disorders planned for ICD-11 scheduled for release in 2015. Other
enhancements have been introduced to promote ease of use across all settings:

° XXiv

Representation of developmental issues related to diagnesis. The change in chapter organization better reflects a lifespan
approach, with disorders more frequently diagnosed in childhood (e.g., neurodevelopmental disorders) at the beginning of
the manual and disorders more applicable to older adulthood (e.g., neurocognitive disorders) at the end of the manual. Also,
within the text, subheadings on development and course provide descriptions of how disorder presentations may change
across the lifespan. Age-related factors specific to diagnosis (e.g., symptom presentation and prevalence differences in
certain age groups) are also included in the text. For added emphasis, these age-related factors have been added to the
criteria themselves where applicable (e.g., in the criteria sets for insomnia disorder and posttraumatic stress disorder, specific
criteria describe how symptoms might be expressed in children). Likewise, gender and cultural issues have been integrated

into the disorders where applicable.

® Integration of scientific findings from the latest research in genetics and neuroimaging. The revised chapter structure
was informed by recent research in neuroscience and by emerging genetic linkages between diagnostic groups. Genetic and
physiological risk factors, prognostic indicators, and some putative diagnostic markers are highlighted in the text. This new
structure should improve clinicians’ ability to identify diagnoses in a disorder spectrum based on common neurocircuitry,

genetic vulnerability, and environmental exposures.

®  Consolidation of autistic disorder, Asperger’s disorder, and pervasive developmental disorder into autism spectrum
disorder. Symptoms of these disorders represent a single continuum of mild to severe impairments in the two domains of
social communication and restrictive repetitive behaviors/interests rather than being distinct disorders. This change is
designed to improve the sensitivity and specificity of the criteria for the diagnosis of autism spectrum disorder and to

identify more focused treatment targets for the specific impairments identified.

®  Streamlined classification of bipolar and depressive disorders. Bipolar and depressive disorders are the most commonly
diagnosed conditions in psychiatry. It was therefore important to streamline the presentation of these disorders to enhance
both clinical and educational use. Rather than separating the definition of manic, hypomanic, and major depressive episodes
from the definition of bipolar I disorder, bipolar II disorder, and major depressive disorder as in the previous edition, we
included all of the component criteria within the respective criteria for each disorder. This approach will facilitate bedside
diagnosis and treatment of these important disorders. Likewise, the explanatory notes for differentiating bereavement and
major depressive disorder will provide far greater clinical guidance than was previously provided in the simple bereavement
exclusion criterion. The new specifiers of anxious distress and mixed features are now fully described in the narrative on

specifier variations that accompanies the criteria for these disorders.

®  Restructuring of substance use disorders for consistency and clarity. The categories of substance abuse and substance
dependence have been eliminated and replaced with an overarching new category of substance use disorders—with the
specific substance used defining the specific disorders. “Dependence” has been easily confused with the term “addiction”
when, in fact, the tolerance and withdrawal that previously defined dependence are actually very normal responses to
prescribed medications that affect the central nervous system and do not necessarily indicate the presence of an addiction.
By revising and clarifying these criteria in DSM-5, we hope to alleviate some of the widespread misunderstanding about

these issues.



® Enhanced specificity for major and mild neurocognitive disorders. Given the explosion in neuroscience,
neuropsychology, and brain imaging over the past 20 years, it was critical to convey the current state-of-the-art in the
diagnosis of specific types of disorders that were previously referred to as the “dementias” or organic brain diseases.

Biological markers identified by imaging for vascular and traumatic brain disorders and
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specific molecular genetic findings for rare variants of Alzheimer’s disease and Huntington’s disease have greatly advanced

clinical diagnoses, and these disorders and others have now been separated into specific subtypes.

® Transition in conceptualizing personality disorders. Although the benefits of a more dimensional approach to personality
disorders have been identified in previous editions, the transition from a categorical diagnostic system of individual
disorders to one based on the relative distribution of personality traits has not been widely accepted. In DSM-5, the
categorical personality disorders are virtually unchanged from the previous edition. However, an alternative “hybrid” model
has been proposed in Section III to guide future research that separates interpersonal functioning assessments and the
expression of pathological personality traits for six specific disorders. A more dimensional profile of personality trait

expression is also proposed for a trait-specified approach.

®  Section III: new disorders and features. A new section (Section IIT) has been added to highlight disorders that require
further study but are not sufficiently well established to be a part of the official classification of mental disorders for routine
clinical use. Dimensional measures of symptom severity in 13 symptom domains have also been incorporated to allow for
the measurement of symptom levels of varying severity across all diagnostic groups. Likewise, the WHO Disability
Assessment Schedule (WHODAS), a standard method for assessing global disability levels for mental disorders that is based
on the International Classification of Functioning, Disability and Health (ICF) and is applicable in all of medicine, has been
provided to replace the more limited Global Assessment of Functioning scale. It is our hope that as these measures are
implemented over time, they will provide greater accuracy and flexibility in the clinical description of individual

symptomatic presentations and associated disability during diagnostic assessments.

®  Online enhancements. DSM-5 features online supplemental information. Additional cross-cutting and diagnostic severity
measures are available online (www.psychiatry.org/dsm5), linked to the relevant disorders. In addition, the Cultural
Formulation Interview, Cultural Formulation Interview—Informant Version, and supplementary modules to the core

Cultural Formulation Interview are also included online at www.psychiatry.org/dsm5.

These innovations were designed by the leading authorities on mental disorders in the world
and were implemented on the basis of their expert review, public commentary, and independent
peer review. The 13 work groups, under the direction of the DSM-5 Task Force, in conjunction
with other review bodies and, eventually, the APA Board of Trustees, collectively represent the
global expertise of the specialty. This effort was supported by an extensive base of advisors and
by the professional staff of the APA Division of Research; the names of everyone involved are
too numerous to mention here but are listed in the Appendix. We owe tremendous thanks to
those who devoted countless hours and invaluable expertise to this effort to improve the
diagnosis of mental disorders.

We would especially like to acknowledge the chairs, text coordinators, and members of the
13 work groups, listed in the front of the manual, who spent many hours in this volunteer effort
to improve the scientific basis of clinical practice over a sustained 6-year period. Susan K.
Schultz, M.D., who served as text editor, worked tirelessly with Emily A. Kuhl, Ph.D., senior
science writer and DSM-5 staff text editor, to coordinate the efforts of the work groups into a
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cohesive whole. William E. Narrow, M.D., M.P.H., led the research group that developed the
overall research strategy for DSM-5, including the field trials, that greatly enhanced the evidence
base for this revision. In addition, we are grateful to those who contributed so much time to the
independent review of the revision proposals, including Kenneth S. Kendler, M.D., and Robert
Freedman, M.D., co-chairs of the Scientific Review Committee; John S. MclIntyre, M.D., and
Joel Yager, M.D., co-chairs of the Clinical and Public Health Committee; and Glenn Martin,
M.D., chair of the APA Assembly
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review process. Special thanks go to Helena C. Kraemer, Ph.D., for her expert statistical
consultation; Michael B. First, M.D., for his valuable input on the coding and review of criteria;
and Paul S. Appelbaum, M.D., for feedback on forensic issues. Maria N. Ward, M.Ed., RHIT,
CCS-P, also helped in verifying all ICD coding. The Summit Group, which included these
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DSM-5-TR Classification

Before each disorder name, ICD-10-CM codes are provided. Blank lines indicate that the ICD-
10-CM code depends on the applicable subtype, specifier, or class of substance. For periodic
DSM-5-TR coding and other updates, see www.dsmb5.org.

Following chapter titles and disorder names, page numbers for the corresponding text or
criteria are included in parentheses.

Note for all mental disorders due to another medical condition: Insert the name of the
etiological medical condition within the name of the mental disorder due to [the medical
condition]. The code and name for the etiological medical condition should be listed first
immediately before the mental disorder due to the medical condition.

Neurodevelopmental Disorders (35)

Intellectual Developmental Disorders (37)

Intellectual Developmental Disorder (Intellectual Disability) (37)
Specify current severity:

F70 Mild

F71 Moderate

F72 Severe

F73 Profound

F88 Global Developmental Delay (46)

F79 Unspecified Intellectual Developmental Disorder (Intellectual Disability) (46)

Communication Disorders (46)

F80.2 Language Disorder (47)
F80.0 Speech Sound Disorder (50)
F80.81 Childhood-Onset Fluency Disorder (Stuttering) (51)
Note: Later-onset cases are diagnosed as F98.5 adult-onset fluency disorder.
F80.82 Social (Pragmatic) Communication Disorder (54)
F80.9 Unspecified Communication Disorder (56)
XXVviil

Autism Spectrum Disorder (56)


http://www.dsm5.org

F84.0

Autism Spectrum Disorder (56)

Specify current severity: Requiring very substantial support, Requiring substantial support, Requiring
support

Specify if: With or without accompanying intellectual impairment, With or without accompanying
language impairment

Specify if: Associated with a known genetic or other medical condition or environmental factor
(Coding note: Use additional code to identify the associated genetic or other medical condition);
Associated with a neurodevelopmental, mental, or behavioral problem

Specify if: With catatonia (use additional code F06.1)

Attention-Deficit/Hyperactivity Disorder (68)

F90.2
F90.0
F90.1
F90.8
F90.9

Attention-Deficit/Hyperactivity Disorder (68)
Specify if: In partial remission

Specify current severity: Mild, Moderate, Severe
Specify whether:

Combined presentation

Predominantly inattentive presentation

Predominantly hyperactive/impulsive presentation
Other Specified Attention-Deficit/Hyperactivity Disorder (76)

Unspecified Attention-Deficit/Hyperactivity Disorder (76)

Specific Learning Disorder (76)

F81.0

F81.81

F81.2

Specific Learning Disorder (76)
Specify current severity: Mild, Moderate, Severe
Specify if:
With impairment in reading (specify if with word reading accuracy,
reading rate or fluency, reading comprehension)

With impairment in written expression (specify if with spelling accuracy,
grammar and punctuation accuracy, clarity or organization of written
expression)

With impairment in mathematics (specify if with number sense,
memorization of arithmetic facts, accurate or fluent calculation,
accurate math reasoning)

Motor Disorders (85)

F82
F98.4

Tic Disorders
F95.2
F95.1

Developmental Coordination Disorder (85)

Stereotypic Movement Disorder (89)

Specify if: With self-injurious behavior, Without self-injurious behavior

Specify if: Associated with a known genetic or other medical condition, neurodevelopmental disorder,
or environmental factor
Specify current severity: Mild, Moderate, Severe

Tourette's Disorder (93)

Persistent (Chronic) Motor or Vocal Tic Disorder (93)
Specify if: With motor tics only, With vocal tics only
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F95.0 Provisional Tic Disorder (93)
F95.8 Other Specified Tic Disorder (98)
F95.9 Unspecified Tic Disorder (98)

Other Neurodevelopmental Disorders (99)
F88 Other Specified Neurodevelopmental Disorder (99)

F89 Unspecified Neurodevelopmental Disorder (99)

Schizophrenia Spectrum and Other Psychotic Disorders (101)

The following specifiers apply to Schizophrenia Spectrum and Other Psychotic Disorders where indicated:

aSpecify if: The following course specifiers are only to be used after a 1-year duration of the disorder: First episode, currently in
acute episode; First episode, currently in partial remission; First episode, currently in full remission; Multiple episodes,
currently in acute episode; Multiple episodes, currently in partial remission; Multiple episodes, currently in full remission;
Continuous; Unspecified

bSpeciﬁ/ if: With catatonia (use additional code F06.1)

Specify current severity of delusions, hallucinations, disorganized speech, abnormal psychomotor behavior, negative symptoms,
impaired cognition, depression, and mania symptoms

F21 Schizotypal (Personality) Disorder (104)

F22 Delusional Disorder®® (104)
Specify whether: Erotomanic type, Grandiose type, Jealous type, Persecutory type, Somatic type,
Mixed type, Unspecified type
Specify if: With bizarre content

F23 Brief Psychotic Disorder™ (108)
Specify if: With marked stressor(s), Without marked stressor(s), With peripartum onset
F20.81 Schizophreniform Disorder?® (111)
Specify if: With good prognostic features, Without good prognostic features
F20.9 Schizophrenia®? (113)
. Schizoaffective Disorder®¢ (121)
Specify whether:
F25.0 Bipolar type
F25.1 Depressive type

Substance/Medication-Induced Psychotic Disorder® (126)

Note: For applicable ICD-10-CM codes, refer to the substance classes under Substance-Related and
Addictive Disorders for the specific substance/medication-induced psychotic disorder. See also the
criteria set and corresponding recording procedures in the manual for more information.

Coding note: The ICD-10-CM code depends on whether or not there is a comorbid substance use
disorder present for the same class of substance. In any case, an additional separate diagnosis of a
substance use disorder is not given.

Specify if: With onset during intoxication, With onset during withdrawal, With onset after medication
use

XXX



F06.2
F06.0
F06.1
F06.1
F06.1

F28
F29

Psychotic Disorder Due to Another Medical Condition® (131)
Specify whether:

With delusions

With hallucinations
Catatonia Associated With Another Mental Disorder (Catatonia Specifier) (135)
Catatonic Disorder Due to Another Medical Condition (136)

Unspecified Catatonia (137)
Note: Code first R29.818 other symptoms involving nervous and musculoskeletal systems.

Other Specified Schizophrenia Spectrum and Other Psychotic Disorder (138)

Unspecified Schizophrenia Spectrum and Other Psychotic Disorder (138)

Bipolar and Related Disorders (139)

The following specifiers apply to Bipolar and Related Disorders where indicated:

aSpecify: With anxious distress (specify current severity: mild, moderate, moderate-severe, severe); With mixed features; With
rapid cycling; With melancholic features; With atypical features; With mood-congruent psychotic features; With mood-
incongruent psychotic features; With catatonia (use additional code F06.1); With peripartum onset; With seasonal pattern

bSpecify: With anxious distress (specify current severity: mild, moderate, moderate-severe, severe); With mixed features; With
rapid cycling; With peripartum onset; With seasonal pattern

F31.11
F31.12
F31.13
F31.2
F31.73
F31.74
F31.9
F31.0
F31.71
F31.72
F31.9

F31.31
F31.32
F31.4

Bipolar I Disorder? (139)
Current or most recent episode manic

Mild

Moderate

Severe

With psychotic features

In partial remission

In full remission

Unspecified

Current or most recent episode hypomanic
In partial remission

In full remission

Unspecified

Current or most recent episode depressed
Mild

Moderate

Severe



F31.5 With psychotic features
F31.75 In partial remission
F31.76 In full remission
F31.9 Unspecified
F31.9 Current or most recent episode unspecified
XXX1
F31.81 Bipolar II Disorder (150)
Specify current or most recent episode: Hypornanicb, Depressed?
Specify course if full criteria for a mood episode are not currently met: In partial remission, In full
remission
Specify severity if full criteria for a major depressive episode are currently met: Mild, Moderate,
Severe
F34.0 Cyclothymic Disorder (159)
Specify if: With anxious distress (specify current severity: mild, moderate, moderate-severe, severe)
o Substance/Medication-Induced Bipolar and Related Disorder (162)
Note: For applicable ICD-10-CM codes, refer to the substance classes under Substance-Related and
Addictive Disorders for the specific substance/medication-induced bipolar and related disorder. See
also the criteria set and corresponding recording procedures in the manual for more information.
Coding note: The ICD-10-CM code depends on whether or not there is a comorbid substance use
disorder present for the same class of substance. In any case, an additional separate diagnosis of a
substance use disorder is not given.
Specify if: With onset during intoxication, With onset during withdrawal, With onset after medication
use
. Bipolar and Related Disorder Due to Another Medical Condition (166)
Specify if:
F06.33 With manic features
F06.33 With manic- or hypomanic-like episode
F06.34 With mixed features
F31.89 Other Specified Bipolar and Related Disorder (168)
F31.9 Unspecified Bipolar and Related Disorder (169)
F39 Unspecified Mood Disorder (169)
Depressive Disorders (177)
F34.81 Disruptive Mood Dysregulation Disorder (178)

Major Depressive Disorder (183)

Specify: With anxious distress (specify current severity: mild, moderate, moderate-severe, severe);
With mixed features; With melancholic features; With atypical features; With mood-congruent
psychotic features; With mood-incongruent psychotic features; With catatonia (use additional code
F06.1); With peripartum onset; With seasonal pattern

Single episode



F32.0
F32.1
F32.2
F32.3
F32.4
F32.5
F32.9

F33.0
F33.1
F33.2
F33.3
F33.41
F33.42
F33.9
F34.1

F32.81

F06.31
F06.32
F06.34

Mild

Moderate

Severe

With psychotic features
In partial remission

In full remission

Unspecified
XXXii

Recurrent episode

Mild

Moderate

Severe

With psychotic features
In partial remission

In full remission
Unspecified

Persistent Depressive Disorder (193)

Specify: With anxious distress (specify current severity: mild, moderate, moderate-severe, severe);
With atypical features

Specify if: In partial remission, In full remission

Specify if: Early onset, Late onset

Specify if: With pure dysthymic syndrome; With persistent major depressive episode; With intermittent

major depressive episodes, with current episode; With intermittent major depressive episodes,
without current episode

Specify current severity: Mild, Moderate, Severe

Premenstrual Dysphoric Disorder (197)

Substance/Medication-Induced Depressive Disorder (201)

Note: For applicable ICD-10-CM codes, refer to the substance classes under Substance-Related and
Addictive Disorders for the specific substance/medication-induced depressive disorder. See also the
criteria set and corresponding recording procedures in the manual for more information.

Coding note: The ICD-10-CM code depends on whether or not there is a comorbid substance use

disorder present for the same class of substance. In any case, an additional separate diagnosis of a
substance use disorder is not given.

Specify if: With onset during intoxication, With onset during withdrawal, With onset after medication
use

Depressive Disorder Due to Another Medical Condition (206)
Specify if:

With depressive features
With major depressive—like episode

With mixed features



F32.89

Other Specified Depressive Disorder (209)

F32.A Unspecified Depressive Disorder (210)
F39 Unspecified Mood Disorder (210)
Anxiety Disorders (215)
F93.0 Separation Anxiety Disorder (217)
F94.0 Selective Mutism (222)
— Specific Phobia (224)
Specify if:
F40.218 Animal
F40.228 Natural environment
" Blood-injection-injury
XxXxiil
F40.230 Fear of blood
F40.231 Fear of injections and transfusions
F40.232 Fear of other medical care
F40.233 Fear of injury
F40.248 Situational
F40.298 Other
F40.10 Social Anxiety Disorder (229)
Specify if: Performance only
F41.0 Panic Disorder (235)
e Panic Attack Specifier (242)
F40.00 Agoraphobia (246)
F41.1 Generalized Anxiety Disorder (250)
e Substance/Medication-Induced Anxiety Disorder (255)
Note: For applicable ICD-10-CM codes, refer to the substance classes under Substance-Related and
Addictive Disorders for the specific substance/medication-induced anxiety disorder. See also the
criteria set and corresponding recording procedures in the manual for more information.
Coding note: The ICD-10-CM code depends on whether or not there is a comorbid substance use
disorder present for the same class of substance. In any case, an additional separate diagnosis of a
substance use disorder is not given.
Specify if: With onset during intoxication, With onset during withdrawal, With onset after medication
use
F06.4 Anxiety Disorder Due to Another Medical Condition (258)
F41.8 Other Specified Anxiety Disorder (261)



F41.9 Unspecified Anxiety Disorder (261)

Obsessive-Compulsive and Related Disorders (263)

The following specifier applies to Obsessive-Compulsive and Related Disorders where indicated:
aSpecify if: With good or fair insight, With poor insight, With absent insight/delusional beliefs

F42.2 Obsessive-Compulsive Disorder® (265)
Specify if: Tic-related
FA45.22 Body Dysmorphic Disorder? (271)
Specify if: With muscle dysmorphia
F42.3 Hoarding Disorder?® (277)
Specify if: With excessive acquisition
F63.3 Trichotillomania (Hair-Pulling Disorder) (281)
F42.4 Excoriation (Skin-Picking) Disorder (284)
— Substance/Medication-Induced Obsessive-Compulsive and Related Disorder (287)

Note: For applicable ICD-10-CM codes, refer to the substance classes under Substance-Related and
Addictive Disorders for the specific substance/medication-induced obsessive-compulsive and
related disorder. See also the criteria set and corresponding recording procedures in the manual for
more information.
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Coding note: The ICD-10-CM code depends on whether or not there is a comorbid substance use
disorder present for the same class of substance. In any case, an additional separate diagnosis of a
substance use disorder is not given.

Specify if: With onset during intoxication, With onset during withdrawal, With onset after medication
use

F06.8 Obsessive-Compulsive and Related Disorder Due to Another Medical Condition (291)

Specify if: With obsessive-compulsive disorder—like symptoms, With appearance preoccupations, With
hoarding symptoms, With hair-pulling symptoms, With skin-picking symptoms

F42.8 Other Specified Obsessive-Compulsive and Related Disorder (293)

F42.9 Unspecified Obsessive-Compulsive and Related Disorder (294)

Trauma- and Stressor-Related Disorders (295)

F94.1 Reactive Attachment Disorder (295)
Specify if: Persistent
Specify current severity: Severe
F94.2 Disinhibited Social Engagement Disorder (298)
Specify if: Persistent
Specify current severity: Severe
F43.10 Posttraumatic Stress Disorder (301)

Specify whether: With dissociative symptoms
Specify if: With delayed expression



Posttraumatic Stress Disorder in Individuals Older Than 6 Years (301)
Posttraumatic Stress Disorder in Children 6 Years and Younger (303)

F43.0 Acute Stress Disorder (313)
e Adjustment Disorders (319)

Specify if: Acute, Persistent (chronic)

Specify whether:
F43.21 With depressed mood
F43.22 With anxiety
F43.23 With mixed anxiety and depressed mood
F43.24 With disturbance of conduct
F43.25 With mixed disturbance of emotions and conduct
F43.20 Unspecified
F43.8 Prolonged Grief Disorder (322)
F43.8 Other Specified Trauma- and Stressor-Related Disorder (327)
F43.9 Unspecified Trauma- and Stressor-Related Disorder (328)

Dissociative Disorders (329)
F44.81 Dissociative Identity Disorder (330)
F44.0 Dissociative Amnesia (337)
XXXV

Specify if:
F44.1 With dissociative fugue
F48.1 Depersonalization/Derealization Disorder (343)
F44.89 Other Specified Dissociative Disorder (347)
F44.9 Unspecified Dissociative Disorder (348)

Somatic Symptom and Related Disorders (349)

F45.1 Somatic Symptom Disorder (351)

Specify if: With predominant pain

Specify if: Persistent

Specify current severity: Mild, Moderate, Severe
F45.21 Tllness Anxiety Disorder (357)

Specify whether: Care-seeking type, Care-avoidant type



. Functional Neurological Symptom Disorder (Conversion Disorder) (360)

Specify if: Acute episode, Persistent
Specify if: With psychological stressor (specify stressor), Without psychological stressor

Specify symptom type:
F44.4 With weakness or paralysis
F44.4 With abnormal movement
F44.4 With swallowing symptoms
F44.4 With speech symptom
F44.5 With attacks or seizures
F44.6 With anesthesia or sensory loss
F44.6 With special sensory symptom
F44.7 With mixed symptoms
F54 Psychological Factors Affecting Other Medical Conditions (364)
Specify current severity: Mild, Moderate, Severe, Extreme
e Factitious Disorder (367)
Specify: Single episode, Recurrent episodes
F68.10 Factitious Disorder Imposed on Self
F68.A Factitious Disorder Imposed on Another
F45.8 Other Specified Somatic Symptom and Related Disorder (370)
F45.9 Unspecified Somatic Symptom and Related Disorder (370)

Feeding and Eating Disorders (371)

The following specifiers apply to Feeding and Eating Disorders where indicated:
aSpecify if: In remission
bSpeciﬁ/ if: In partial remission, In full remission

Specify current severity: Mild, Moderate, Severe, Extreme

. Pica® (371)
F98.3 In children
F50.89 In adults

XXXV

F98.21 Rumination Disorder® (374)
F50.82 Avoidant/Restrictive Food Intake Disorder® (376)

. Anorexia Nervosa™© (381)

Specify whether:

F50.01 Restricting type



F50.02

Binge-eating/purging type

F50.2 Bulimia Nervosa®® (387)
F50.81 Binge-Eating Disorder™ (392)
F50.89 Other Specified Feeding or Eating Disorder (396)
F50.9 Unspecified Feeding or Eating Disorder (397)
Elimination Disorders (399)

F98.0 Enuresis (399)

Specify whether: Nocturnal only, Diurnal only, Nocturnal and diurnal
F98.1 Encopresis (402)

Specify whether: With constipation and overflow incontinence, Without constipation and overflow

incontinence

e Other Specified Elimination Disorder (405)
N39.498 With urinary symptoms
R15.9 With fecal symptoms
e Unspecified Elimination Disorder (405)
R32 With urinary symptoms
R15.9 With fecal symptoms

Sleep-Wake Disorders (407)

The following specifiers apply to Sleep-Wake Disorders where indicated:

Specify if: Episodic, Persistent, Recurrent

bSpecify if: Acute, Subacute, Persistent

Specify current severity: Mild, Moderate, Severe

F51.01

F51.11

G47.411
G47.419

G47.421

Insomnia Disorder? (409)

Specify if: With mental disorder, With medical condition, With another sleep disorder

Hypersomnolence Disorder®€ (417)

Specify if: With mental disorder, With medical condition, With another sleep disorder

Narcolepsy® (422)
Specify whether:

Narcolepsy with cataplexy or hypocretin deficiency (type 1)

Narcolepsy without cataplexy and either without hypocretin deficiency or
hypocretin unmeasured (type 2)

XXXVii

Narcolepsy with cataplexy or hypocretin deficiency due to a medical



condition

G47.429 Narcolepsy without cataplexy and without hypocretin deficiency due to a
medical condition

Breathing-Related Sleep Disorders (429)
G47.33 Obstructive Sleep Apnea Hypopnea© (429)

Central Sleep Apnea (435)

Specify current severity

Specify whether:
G47.31 Idiopathic central sleep apnea

R06.3 Cheyne-Stokes breathing

G47.37 Central sleep apnea comorbid with opioid use

Note: First code opioid use disorder, if present.

Sleep-Related Hypoventilation (439)

Specify current severity

Specify whether:
G47.34 Idiopathic hypoventilation

G47.35 Congenital central alveolar hypoventilation
G47.36 Comorbid sleep-related hypoventilation

Circadian Rhythm Sleep-Wake Disorders? (443)

Specify whether:
G47.21 Delayed sleep phase type (444)
Specify if: Familial, Overlapping with non-24-hour sleep-wake type

G47.22 Advanced sleep phase type (446)

Specify if: Familial
G47.23 Irregular sleep-wake type (447)
G47.24 Non-24-hour sleep-wake type (448)
GA47.26 Shift work type (450)
G47.20 Unspecified type

Parasomnias (451)

e Non-Rapid Eye Movement Sleep Arousal Disorders (452)
Specify whether:
F51.3 Sleepwalking type
Specify if: With sleep-related eating, With sleep-related sexual
behavior (sexsomnia)

F51.4 Sleep terror type



F51.5

G47.52

Nightmare Disorder?® (457)
Specify if: During sleep onset
Specify if: With mental disorder, With medical condition, With another sleep disorder

Rapid Eye Movement Sleep Behavior Disorder (461)

G25.81

G47.09
G47.00
G47.19
G47.10
G47.8
G47.9

Restless Legs Syndrome (464)

XXxXVviii

Substance/Medication-Induced Sleep Disorder (468)

Note: For applicable ICD-10-CM codes, refer to the substance classes under Substance-Related and
Addictive Disorders for the specific substance/medication-induced sleep disorder. See also the
criteria set and corresponding recording procedures in the manual for more information.

Coding note: The ICD-10-CM code depends on whether or not there is a comorbid substance use
disorder present for the same class of substance. In any case, an additional separate diagnosis of a
substance use disorder is not given.

Specify whether: Insomnia type, Daytime sleepiness type, Parasomnia type, Mixed type

Specify if: With onset during intoxication, With onset during withdrawal, With onset after medication
use

Other Specified Insomnia Disorder (475)
Unspecified Insomnia Disorder (475)

Other Specified Hypersomnolence Disorder (475)
Unspecified Hypersomnolence Disorder (476)
Other Specified Sleep-Wake Disorder (476)

Unspecified Sleep-Wake Disorder (476)

Sexual Dysfunctions (477)

The following specifiers apply to Sexual Dysfunctions where indicated:

aSpecify whether: Lifelong, Acquired

bSpecify whether: Generalized, Situational

Specify current severity: Mild, Moderate, Severe

F52.32
F52.21
F52.31

F52.22
F52.6
F52.0
F52.4

Delayed Ej aculation®P:¢ (478)
Erectile Disorder®P (481)

Female Orgasmic Disorder®¢ (485)
Specify if: Never experienced an orgasm under any situation

Female Sexual Interest/Arousal Disorder®< (489)
Genito-Pelvic Pain/Penetration Disorder®© (493)
Male Hypoactive Sexual Desire Disorder®P° (498)

Premature (Early) Ejaculation®”€ (501)

Substance/Medication-Induced Sexual Dysfunction® (504)



F52.8
F52.9

Note: For applicable ICD-10-CM codes, refer to the substance classes under Substance-Related and
Addictive Disorders for the specific substance/medication-induced sexual dysfunction. See also the
criteria set and corresponding recording procedures in the manual for more information.

Coding note: The ICD-10-CM code depends on whether or not there is a comorbid substance use

disorder present for the same class of substance. In any case, an additional separate diagnosis of a
substance use disorder is not given.

Specify if: With onset during intoxication, With onset during withdrawal, With onset after medication
use

Other Specified Sexual Dysfunction (509)

Unspecified Sexual Dysfunction (509)

XXXiX

Gender Dysphoria (511)

The following specifier and note apply to Gender Dysphoria where indicated:

aSpecify if: With a disorder/difference of sex development

bNote: Code the disorder/difference of sex development if present, in addition to gender dysphoria.

e Gender Dysphoria (512)
F64.2 Gender Dysphoria in Children®”
F64.0 Gender Dysphoria in Adolescents and Adults®”
Specify if: Posttransition
F64.8 Other Specified Gender Dysphoria (520)
F64.9 Unspecified Gender Dysphoria (520)
Disruptive, Impulse-Control, and Conduct Disorders (521)
F91.3 Oppositional Defiant Disorder (522)
Specify current severity: Mild, Moderate, Severe
F63.81 Intermittent Explosive Disorder (527)
e Conduct Disorder (530)
Specify if: With limited prosocial emotions
Specify current severity: Mild, Moderate, Severe
Specify whether:
F91.1 Childhood-onset type
F91.2 Adolescent-onset type
F91.9 Unspecified onset
F60.2 Antisocial Personality Disorder (537)
F63.1 Pyromania (537)
F63.2 Kleptomania (539)



F91.8 Other Specified Disruptive, Impulse-Control, and Conduct Disorder (541)

F91.9 Unspecified Disruptive, Impulse-Control, and Conduct Disorder (541)

Substance-Related and Addictive Disorders (543)

Substance-Related Disorders (544)

Alcohol-Related Disorders (553)

Alcohol Use Disorder (553)
Specify if: In a controlled environment

Specify current severity/remission:

F10.10 Mild

F10.11 In early remission

F10.11 In sustained remission
x1

F10.20 Moderate

F10.21 In early remission

F10.21 In sustained remission

F10.20 Severe

F10.21 In early remission

F10.21 In sustained remission

. Alcohol Intoxication (561)

F10.120 With mild use disorder

F10.220 With moderate or severe use disorder

F10.920 Without use disorder

Alcohol Withdrawal (564)

Without perceptual disturbances

F10.130 With mild use disorder
F10.230 With moderate or severe use disorder
F10.930 Without use disorder

With perceptual disturbances
F10.132 With mild use disorder
F10.232 With moderate or severe use disorder
F10.932 Without use disorder

Alcohol-Induced Mental Disorders (567)
Note: Disorders are listed in their order of appearance in the manual.



F10.159
F10.259
F10.959
F10.14
F10.24
F10.94
F10.14
F10.24
F10.94
F10.180
F10.280
F10.980

F10.182

F10.282
F10.982

F10.181
F10.281
F10.981
F10.121
F10.221

aSpecify With onset during intoxication, With onset during withdrawal
bSpeciﬁ/ if: Acute, Persistent
Specify if: Hyperactive, Hypoactive, Mixed level of activity

Alcohol-Induced Psychotic Disorder? (126)
With mild use disorder
With moderate or severe use disorder
Without use disorder

Alcohol-Induced Bipolar and Related Disorder? (162)
With mild use disorder
With moderate or severe use disorder
Without use disorder

Alcohol-Induced Depressive Disorder? (201)
With mild use disorder
With moderate or severe use disorder
Without use disorder

Alcohol-Induced Anxiety Disorder? (255)
With mild use disorder
With moderate or severe use disorder
Without use disorder

Alcohol-Induced Sleep Disorder? (468)

Specify whether Insomnia type
With mild use disorder

xli

With moderate or severe use disorder
Without use disorder
Alcohol-Induced Sexual Dysfunction? (504)

Specify if: Mild, Moderate, Severe
With mild use disorder

With moderate or severe use disorder
Without use disorder

Alcohol Intoxication Delirium®€ (672)
With mild use disorder

With moderate or severe use disorder



F10.921 Without use disorder

Alcohol Withdrawal Delirium®< (673)

F10.131 With mild use disorder
F10.231 With moderate or severe use disorder
F10.931 Without use disorder

Alcohol-Induced Major Neurocognitive Disorder (712)
Specify if: Persistent
Amnestic-confabulatory type

F10.26 With moderate or severe use disorder

F10.96 Without use disorder

e Nonamnestic-confabulatory type
F10.27 With moderate or severe use disorder
F10.97 Without use disorder

Alcohol-Induced Mild Neurocognitive Disorder (712)
Specify if: Persistent

F10.188 With mild use disorder

F10.288 With moderate or severe use disorder
F10.988 Without use disorder

F10.99 Unspecified Alcohol-Related Disorder (568)
Caffeine-Related Disorders (569)

F15.920 Caffeine Intoxication (569)

F15.93 Caffeine Withdrawal (571)

Caffeine-Induced Mental Disorders (574)
Note: Disorders are listed in their order of appearance in the manual.

Specify With onset during intoxication, With onset during withdrawal, With onset after medication use.
Note: When taken over the counter, substances in this class can also induce the relevant substance-
induced mental disorder.

F15.980 Caffeine-Induced Anxiety Disorder (255)
F15.982 Caffeine-Induced Sleep Disorder (468)
Specify whether Insomnia type, Daytime sleepiness type, Mixed type
F15.99 Unspecified Caffeine-Related Disorder (574)
xlii

Cannabis-Related Disorders (575)

Cannabis Use Disorder (575)
Specify if: In a controlled environment



F12.10

F12.11
F12.11
F12.20
F12.21
F12.21
F12.20
F12.21
F12.21

F12.120
F12.220
F12.920

F12.122
F12.222
F12.922
F12.13
F12.23
F12.93

F12.159
F12.259
F12.959

F12.180

Specify current severity/remission:

Mild

In early remission

In sustained remission
Moderate

In early remission

In sustained remission
Severe

In early remission

In sustained remission

Cannabis Intoxication (582)

Without perceptual disturbances
With mild use disorder
With moderate or severe use disorder
Without use disorder

With perceptual disturbances
With mild use disorder
With moderate or severe use disorder

Without use disorder
Cannabis Withdrawal (584)

With mild use disorder
With moderate or severe use disorder
Without use disorder

Cannabis-Induced Mental Disorders (586)
Note: Disorders are listed in their order of appearance in the manual.

aSpecify With onset during intoxication, With onset during withdrawal, With onset after medication
use. Note: When prescribed as medication, substances in this class can also induce the relevant
substance-induced mental disorder.

bSpecify if: Acute, Persistent
Specify if: Hyperactive, Hypoactive, Mixed level of activity

Cannabis-Induced Psychotic Disorder? (126)
With mild use disorder
With moderate or severe use disorder
Without use disorder

Cannabis-Induced Anxiety Disorder® (255)
With mild use disorder



F12.280
F12.980

F12.188
F12.288

F12.988

F12.121
F12.221
F12.921

F12.921

F12.99

With moderate or severe use disorder
Without use disorder

Cannabis-Induced Sleep Disorder? (468)

Specify whether Insomnia type, Daytime sleepiness type, Mixed type
With mild use disorder

With moderate or severe use disorder
xliii

Without use disorder
Cannabis Intoxication Delirium®© (672)
With mild use disorder
With moderate or severe use disorder
Without use disorder
Pharmaceutical Cannabis Receptor Agonist-Induced Delirium®¢ (674)

Note: When pharmaceutical cannabis receptor agonist medication taken
as prescribed. The designation “taken as prescribed” is used to

differentiate medication-induced delirium from substance intoxication

delirium.
Unspecified Cannabis-Related Disorder (586)

Hallucinogen-Related Disorders (587)

F16.10
F16.11
F16.11
F16.20
F16.21
F16.21
F16.20
F16.21
F16.21

Phencyclidine Use Disorder (587)
Specify if: In a controlled environment
Specify current severity/remission:

Mild

In early remission

In sustained remission
Moderate

In early remission

In sustained remission
Severe

In early remission

In sustained remission
Other Hallucinogen Use Disorder (590)
Specify the particular hallucinogen
Specify if: In a controlled environment
Specify current severity/remission:



F16.10
F16.11

F16.11
F16.20
F16.21
F16.21
F16.20
F16.21
F16.21
F16.120
F16.220
F16.920
F16.120
F16.220
F16.920

F16.983

F16.159
F16.259
F16.959
F16.14
F16.24
F16.94
F16.14
F16.24

Mild

In early remission

In sustained remission
Moderate

In early remission

In sustained remission
Severe

In early remission

In sustained remission
Phencyclidine Intoxication (594)

With mild use disorder
With moderate or severe use disorder

Without use disorder
Other Hallucinogen Intoxication (596)

With mild use disorder
With moderate or severe use disorder

Without use disorder
xliv

Hallucinogen Persisting Perception Disorder (598)

Phencyclidine-Induced Mental Disorders (600)
Note: Disorders are listed in their order of appearance in the manual.

aSpecify With onset during intoxication, With onset after medication use. Note: When prescribed as
medication, substances in this class can also induce the relevant substance-induced mental disorder.

Phencyclidine-Induced Psychotic Disorder® (126)
With mild use disorder
With moderate or severe use disorder
Without use disorder
Phencyclidine-Induced Bipolar and Related Disorder? (162)
With mild use disorder
With moderate or severe use disorder
Without use disorder
Phencyclidine-Induced Depressive Disorder? (201)
With mild use disorder

With moderate or severe use disorder



F16.94

F16.180
F16.280
F16.980

F16.121
F16.221
F16.921

F16.159
F16.259
F16.959
F16.14
F16.24
F16.94
F16.14
F16.24
F16.94

F16.180
F16.280

Without use disorder

Phencyclidine-Induced Anxiety Disorder? (255)

With mild use disorder
With moderate or severe use disorder
Without use disorder
Phencyclidine Intoxication Delirium (672)
Specify if: Acute, Persistent
Specify if: Hyperactive, Hypoactive, Mixed level of activity
With mild use disorder
With moderate or severe use disorder
Without use disorder

Hallucinogen-Induced Mental Disorders (600)
Note: Disorders are listed in their order of appearance in the manual.

aSpecify With onset during intoxication, With onset after medication use. Note: When prescribed as
medication, substances in this class can also induce the relevant substance-induced mental disorder.

bSpecify if: Acute, Persistent
Specify if: Hyperactive, Hypoactive, Mixed level of activity

Other Hallucinogen—Induced Psychotic Disorder® (126)
With mild use disorder
With moderate or severe use disorder
Without use disorder

Other Hallucinogen—Induced Bipolar and Related Disorder? (162)
With mild use disorder
With moderate or severe use disorder
Without use disorder

Other Hallucinogen—Induced Depressive Disorder? (201)
With mild use disorder
With moderate or severe use disorder

Without use disorder
xlv

Other Hallucinogen-Induced Anxiety Disorder? (255)
With mild use disorder

With moderate or severe use disorder



F16.980

F16.121

F16.221
F16.921
F16.921

F16.99
F16.99

Without use disorder

Other Hallucinogen Intoxication Delirium™° (672)

With mild use disorder

With moderate or severe use disorder

Without use disorder

Ketamine or Other Hallucinogen—Induced Delirium® (674)

Note: When ketamine or other hallucinogen medication taken as
prescribed. The designation “taken as prescribed” is used to
differentiate medication-induced delirium from substance intoxication
delirium.

Unspecified Phencyclidine-Related Disorder (600)

Unspecified Hallucinogen-Related Disorder (601)

Inhalant-Related Disorders (601)

F18.10
F18.11
F18.11
F18.20
F18.21
F18.21
F18.20
F18.21
F18.21
F18.120
F18.220
F18.920

F18.159

Inhalant Use Disorder (601)

Specify the particular inhalant

Specify if: In a controlled environment
Specify current severity/remission:

Mild

In early remission

In sustained remission
Moderate

In early remission

In sustained remission
Severe

In early remission

In sustained remission
Inhalant Intoxication (605)

With mild use disorder
With moderate or severe use disorder
Without use disorder

Inhalant-Induced Mental Disorders (607)
Note: Disorders are listed in their order of appearance in the manual.

aSpecify With onset during intoxication

Inhalant-Induced Psychotic Disorder? (126)
With mild use disorder



F18.259 With moderate or severe use disorder

F18.959 Without use disorder
. Inhalant-Induced Depressive Disorder? (201)
F18.14 With mild use disorder
F18.24 With moderate or severe use disorder
F18.94 Without use disorder

xlvi

Inhalant-Induced Anxiety Disorder? (255)

F18.180 With mild use disorder
F18.280 With moderate or severe use disorder
F18.980 Without use disorder

Inhalant Intoxication Delirium (672)

Specify if: Acute, Persistent
Specify if: Hyperactive, Hypoactive, Mixed level of activity

F18.121 With mild use disorder
F18.221 With moderate or severe use disorder
F18.921 Without use disorder

Inhalant-Induced Major Neurocognitive Disorder (712)

Specify if: Persistent

F18.17 With mild use disorder
F18.27 With moderate or severe use disorder
F18.97 Without use disorder

Inhalant-Induced Mild Neurocognitive Disorder (712)
Specify if: Persistent

F18.188 With mild use disorder

F18.288 With moderate or severe use disorder
F18.988 Without use disorder

F18.99 Unspecified Inhalant-Related Disorder (608)

Opioid-Related Disorders (608)

Opioid Use Disorder (608)
Specify if: On maintenance therapy, In a controlled environment

Specify current severity/remission:

F11.10 Mild

F11.11 In early remission



F11.11

F11.20
F11.21
F11.21
F11.20
F11.21
F11.21

F11.120
F11.220
F11.920

F11.122
F11.222
F11.922

F11.13
F11.23
F11.93

F11.14
F11.24
F11.94
F11.180
F11.280

In sustained remission

Moderate

In early remission

In sustained remission
Severe

In early remission

In sustained remission
Opioid Intoxication (615)

Without perceptual disturbances
With mild use disorder
With moderate or severe use disorder
Without use disorder
With perceptual disturbances
With mild use disorder
With moderate or severe use disorder

Without use disorder
xlvii
Opioid Withdrawal (617)
With mild use disorder
With moderate or severe use disorder

Without use disorder

Opioid-Induced Mental Disorders (619)
Note: Disorders are listed in their order of appearance in the manual.

aSpecify With onset during intoxication, With onset during withdrawal, With onset after medication
use. Note: When prescribed as medication, substances in this class can also induce the relevant
substance-induced mental disorder.

bSpecify if: Acute, Persistent
Specify if: Hyperactive, Hypoactive, Mixed level of activity

Opioid-Induced Depressive Disorder® (201)
With mild use disorder
With moderate or severe use disorder
Without use disorder

Opioid-Induced Anxiety Disorder? (255)
With mild use disorder

With moderate or severe use disorder



F11.980
Without use disorder

Opioid-Induced Sleep Disorder® (468)
Specify whether Insomnia type, Daytime sleepiness type, Mixed type

F11.182 With mild use disorder
F11.282 With moderate or severe use disorder
F11.982 Without use disorder

Opioid-Induced Sexual Dysfunction? (504)
Specify if: Mild, Moderate, Severe

F11.181 With mild use disorder

F11.281 With moderate or severe use disorder
F11.981 Without use disorder

e Opioid Intoxication Delirium™¢ (672)
F11.121 With mild use disorder

F11.221 With moderate or severe use disorder
F11.921 Without use disorder

e Opioid Withdrawal Delirium®© (673)
F11.188 With mild use disorder

F11.288 With moderate or severe use disorder
F11.988 Without use disorder

Opioid-Induced Delirium®< (674)

Note: The designation “taken as prescribed” is used to differentiate
medication-induced delirium from substance intoxication delirium and
substance withdrawal delirium.

F11.921 When opioid medication taken as prescribed (674)
F11.988 During withdrawal from opioid medication taken as prescribed (674)
F11.99 Unspecified Opioid-Related Disorder (619)

xlviii

Sedative-, Hypnotic-, or Anxiolytic-Related Disorders (620)
o Sedative, Hypnotic, or Anxiolytic Use Disorder (620)

Specify if: In a controlled environment
Specify current severity/remission:

F13.10 Mild

F13.11 In early remission



F13.11
F13.20
F13.21
F13.21
F13.20
F13.21
F13.21
F13.120
F13.220
F13.920

F13.130
F13.230
F13.930

F13.132
F13.232
F13.932

F13.159
F13.259
F13.959

F13.14

F13.24

In sustained remission
Moderate

In early remission

In sustained remission
Severe

In early remission

In sustained remission
Sedative, Hypnotic, or Anxiolytic Intoxication (626)

With mild use disorder
With moderate or severe use disorder

Without use disorder
Sedative, Hypnotic, or Anxiolytic Withdrawal (628)

Without perceptual disturbances
With mild use disorder
With moderate or severe use disorder
Without use disorder

With perceptual disturbances
With mild use disorder
With moderate or severe use disorder
Without use disorder

Sedative-, Hypnotic-, or Anxiolytic-Induced Mental Disorders (631)
Note: Disorders are listed in their order of appearance in the manual.

aSpecify With onset during intoxication, With onset during withdrawal, With onset after medication
use. Note: When prescribed as medication, substances in this class can also induce the relevant
substance-induced mental disorder.

bSpecify if: Acute, Persistent
Specify if: Hyperactive, Hypoactive, Mixed level of activity

Sedative-, Hypnotic-, or Anxiolytic-Induced Psychotic Disorder? (126)
With mild use disorder
With moderate or severe use disorder
Without use disorder

Sedative-, Hypnotic-, or Anxiolytic-Induced Bipolar and Related
Disorder? (162)

With mild use disorder

xlix



F13.94
F13.14
F13.24
F13.94
F13.180
F13.280
F13.980

F13.182
F13.282
F13.982

F13.181
F13.281
F13.981
F13.121
F13.221
F13.921
F13.131
F13.231
F13.931

F13.921

With moderate or severe use disorder
Without use disorder
Sedative-, Hypnotic-, or Anxiolytic-Induced Depressive Disorder? (201)
With mild use disorder
With moderate or severe use disorder
Without use disorder
Sedative-, Hypnotic-, or Anxiolytic-Induced Anxiety Disorder® (255)
With mild use disorder
With moderate or severe use disorder
Without use disorder
Sedative-, Hypnotic-, or Anxiolytic-Induced Sleep Disorder® (468)

Specify whether Insomnia type, Daytime sleepiness type, Parasomnia
type, Mixed type

With mild use disorder
With moderate or severe use disorder
Without use disorder
Sedative-, Hypnotic-, or Anxiolytic-Induced Sexual Dysfunction? (504)
Specify if: Mild, Moderate, Severe
With mild use disorder
With moderate or severe use disorder
Without use disorder
Sedative-, Hypnotic-, or Anxiolytic Intoxication Delirium®® (672)
With mild use disorder
With moderate or severe use disorder
Without use disorder
Sedative-, Hypnotic-, or Anxiolytic Withdrawal Delirium®< (673)
With mild use disorder
With moderate or severe use disorder
Without use disorder
Sedative-, Hypnotic-, or Anxiolytic-Induced Delirium™¢ (674)

Note: The designation “taken as prescribed” is used to differentiate
medication-induced delirium from substance intoxication delirium and
substance withdrawal delirium.

When sedative, hypnotic, or anxiolytic medication taken as prescribed



(674)

F13.931 During withdrawal from sedative, hypnotic, or anxiolytic medication
taken as prescribed (674)

Sedative-, Hypnotic-, or Anxiolytic-Induced Major Neurocognitive
Disorder (712)

Specify if: Persistent

F13.27 With moderate or severe use disorder
F13.97 Without use disorder
e Sedative-, Hypnotic-, or Anxiolytic-Induced Mild Neurocognitive
Disorder (712)
Specify if: Persistent
F13.188 With mild use disorder
F13.288 With moderate or severe use disorder
F13.988 Without use disorder
F13.99 Unspecified Sedative-, Hypnotic-, or Anxiolytic-Related Disorder (632)
1

Stimulant-Related Disorders (632)

Stimulant Use Disorder (632)

Specify if: In a controlled environment
Specify current severity/remission:

. Mild

F15.10 Amphetamine-type substance

F14.10 Cocaine

F15.10 Other or unspecified stimulant

. Mild, In early remission

F15.11 Amphetamine-type substance

F14.11 Cocaine

F15.11 Other or unspecified stimulant

. Mild, In sustained remission

F15.11 Amphetamine-type substance

F14.11 Cocaine

F15.11 Other or unspecified stimulant
Moderate

F15.20 Amphetamine-type substance



F14.20
F15.20

F15.21
F14.21
F15.21

F15.21
F14.21
F15.21

F15.20
F14.20
F15.20

F15.21
F14.21
F15.21

F15.21
F14.21
F15.21

F15.120
F15.220
F15.920
F14.120
F14.220

Cocaine

Other or unspecified stimulant
Moderate, In early remission

Amphetamine-type substance

Cocaine

Other or unspecified stimulant
Moderate, In sustained remission

Amphetamine-type substance

Cocaine

Other or unspecified stimulant
Severe

Amphetamine-type substance

Cocaine

Other or unspecified stimulant
Severe, In early remission

Amphetamine-type substance

Cocaine

Other or unspecified stimulant
Severe, In sustained remission

Amphetamine-type substance

Cocaine

Other or unspecified stimulant

Stimulant Intoxication (640)

Specify the particular intoxicant
Without perceptual disturbances

li

Amphetamine-type substance or other stimulant intoxication
With mild use disorder
With moderate or severe use disorder
Without use disorder
Cocaine intoxication
With mild use disorder

With moderate or severe use disorder



F14.920 Without use disorder

With perceptual disturbances
Amphetamine-type substance or other stimulant intoxication

F15.122 With mild use disorder

F15.222 With moderate or severe use disorder
F15.922 Without use disorder

e Cocaine intoxication

F14.122 With mild use disorder

F14.222 With moderate or severe use disorder
F14.922 Without use disorder

Stimulant Withdrawal (643)

Specify the particular substance that causes the withdrawal syndrome

Amphetamine-type substance or other stimulant withdrawal

F15.13 With mild use disorder

F15.23 With moderate or severe use disorder
F15.93 Without use disorder

. Cocaine withdrawal

F14.13 With mild use disorder

F14.23 With moderate or severe use disorder
F14.93 Without use disorder

Stimulant-Induced Mental Disorders (644)
Note: Disorders are listed in their order of appearance in the manual.

aSpecify With onset during intoxication, With onset during withdrawal, With onset after medication
use. Note: When prescribed as medication, amphetamine-type substances and other stimulants can
also induce the relevant substance-induced mental disorder.

bSpecify if: Acute, Persistent
Specify if: Hyperactive, Hypoactive, Mixed level of activity

Amphetamine-Type Substance (or Other Stimulant)-Induced Psychotic

Disorder? (126)
F15.159 With mild use disorder
F15.259 With moderate or severe use disorder
F15.959 Without use disorder
. Cocaine-Induced Psychotic Disorder? (126)
F14.159 With mild use disorder

F14.259 With moderate or severe use disorder



F14.959

F15.14
F15.24
F15.94

F14.14
F14.24
F14.94

F15.14
F15.24
F15.94

F14.14
F14.24
F14.94

F15.180
F15.280
F15.980
F14.180
F14.280
F14.980

F15.188
F15.288

Without use disorder
lii
Amphetamine-Type Substance (or Other Stimulant)-Induced Bipolar and
Related Disorder? (162)
With mild use disorder
With moderate or severe use disorder
Without use disorder
Cocaine-Induced Bipolar and Related Disorder? (162)
With mild use disorder
With moderate or severe use disorder

Without use disorder

Amphetamine-Type Substance (or Other Stimulant)-Induced Depressive
Disorder? (201)

With mild use disorder
With moderate or severe use disorder
Without use disorder

Cocaine-Induced Depressive Disorder? (201)
With mild use disorder
With moderate or severe use disorder
Without use disorder

Amphetamine-Type Substance (or Other Stimulant)-Induced Anxiety
Disorder? (255)

With mild use disorder
With moderate or severe use disorder
Without use disorder

Cocaine-Induced Anxiety Disorder? (255)
With mild use disorder
With moderate or severe use disorder
Without use disorder

Amphetamine-Type Substance (or Other Stimulant)-Induced Obsessive-
Compulsive and Related Disorder? (287)

With mild use disorder

With moderate or severe use disorder



F15.988

F14.188
F14.288
F14.988

F15.182
F15.282
F15.982

F14.182
F14.282

F14.982

F15.181
F15.281
F15.981

F14.181
F14.281
F14.981

F15.121
F15.221
F15.921

Without use disorder

Cocaine-Induced Obsessive-Compulsive and Related Disorder? (287)

With mild use disorder
With moderate or severe use disorder
Without use disorder

Amphetamine-Type Substance (or Other Stimulant)-Induced Sleep
Disorder? (468)

Specify whether Insomnia type, Daytime sleepiness type, Mixed type
With mild use disorder
With moderate or severe use disorder
Without use disorder

Cocaine-Induced Sleep Disorder?® (468)

Specify whether Insomnia type, Daytime sleepiness type, Mixed type
With mild use disorder

With moderate or severe use disorder
liii

Without use disorder

Amphetamine-Type Substance (or Other Stimulant)-Induced Sexual
Dysfunction? (504)

Specify if: Mild, Moderate, Severe
With mild use disorder
With moderate or severe use disorder
Without use disorder
Cocaine-Induced Sexual Dysfunction? (504)
Specify if: Mild, Moderate, Severe
With mild use disorder
With moderate or severe use disorder
Without use disorder

Amphetamine-Type Substance (or Other Stimulant) Intoxication
Delirium®© (672)
With mild use disorder
With moderate or severe use disorder

Without use disorder



Cocaine Intoxication Delirium™ (672)

F14.121 With mild use disorder

F14.221 With moderate or severe use disorder

F14.921 Without use disorder

F15.921 Amphetamine-Type (or Other Stimulant) Medication—Induced

Delirium®c (674)

Note: When amphetamine-type or other stimulant medication taken as
prescribed. The designation “taken as prescribed” is used to
differentiate medication-induced delirium from substance intoxication
delirium.

Amphetamine-Type Substance (or Other Stimulant)-Induced Mild
Neurocognitive Disorder (712)

Specify if: Persistent

F15.188 With mild use disorder
F15.288 With moderate or severe use disorder
F15.988 Without use disorder

Cocaine-Induced Mild Neurocognitive Disorder (712)

Specify if: Persistent

F14.188 With mild use disorder

F14.288 With moderate or severe use disorder
F14.988 Without use disorder

e Unspecified Stimulant-Related Disorder (644)

F15.99 Amphetamine-type substance or other stimulant
F14.99 Cocaine

Tobacco-Related Disorders (645)

Tobacco Use Disorder (645)
Specify if: On maintenance therapy, In a controlled environment

Specify current severity/remission:

Z72.0 Mild

liv
F17.200 Moderate
F17.201 In early remission
F17.201 In sustained remission
F17.200 Severe

In early remission



F17.201
F17.201
F17.203

F17.208

F17.209

In sustained remission

Tobacco Withdrawal (649)

Note: The ICD-10-CM code indicates the comorbid presence of a moderate or severe tobacco use
disorder, which must be present in order to apply the code for tobacco withdrawal.

Tobacco-Induced Mental Disorders (651)

Tobacco-Induced Sleep Disorder, With moderate or severe use disorder
(468)

Specify whether Insomnia type, Daytime sleepiness type, Mixed type
Specify With onset during withdrawal, With onset after medication use
Unspecified Tobacco-Related Disorder (651)

Other (or Unknown) Substance—Related Disorders (652)

F19.10
F19.11
F19.11
F19.20
F19.21
F19.21
F19.20
F19.21
F19.21

F19.120
F19.220
F19.920

F19.122
F19.222
F19.922

Other (or Unknown) Substance Use Disorder (652)
Specify if: In a controlled environment
Specify current severity/remission:

Mild

In early remission

In sustained remission
Moderate

In early remission

In sustained remission
Severe

In early remission

In sustained remission
Other (or Unknown) Substance Intoxication (656)

Without perceptual disturbances
With mild use disorder
With moderate or severe use disorder
Without use disorder
With perceptual disturbances
With mild use disorder
With moderate or severe use disorder

Without use disorder

Other (or Unknown) Substance Withdrawal (658)

Without perceptual disturbances



F19.130
F19.230
F19.930

F19.132
F19.232
F19.932

F19.159
F19.259
F19.959

F19.14
F19.24
F19.94
F19.14
F19.24
F19.94
F19.180
F19.280
F19.980

F19.188

With mild use disorder
With moderate or severe use disorder

Without use disorder

Iv

With perceptual disturbances
With mild use disorder

With moderate or severe use disorder
Without use disorder

Other (or Unknown) Substance—Induced Mental Disorders (660)
Note: Disorders are listed in their order of appearance in the manual.

aSpecify With onset during intoxication, With onset during withdrawal, With onset after medication
use. Note: When prescribed as medication or taken over the counter, substances in this class can
also induce the relevant substance-induced mental disorder.

bSpecify if: Acute, Persistent
Specify if: Hyperactive, Hypoactive, Mixed level of activity

Other (or Unknown) Substance—Induced Psychotic Disorder® (126)
With mild use disorder
With moderate or severe use disorder
Without use disorder

Other (or Unknown) Substance—Induced Bipolar and Related Disorder?
(162)

With mild use disorder
With moderate or severe use disorder
Without use disorder
Other (or Unknown) Substance—Induced Depressive Disorder? (201)
With mild use disorder
With moderate or severe use disorder
Without use disorder
Other (or Unknown) Substance—Induced Anxiety Disorder? (255)
With mild use disorder
With moderate or severe use disorder
Without use disorder

Other (or Unknown) Substance—Induced Obsessive-Compulsive and
Related Disorder? (287)

With mild use disorder



F19.288
F19.988

F19.182
F19.282
F19.982

F19.181
F19.281
F19.981

F19.121
F19.221
F19.921
F19.131
F19.231
F19.931

F19.921
F19.931

F19.17

With moderate or severe use disorder

Without use disorder

Other (or Unknown) Substance—Induced Sleep Disorder? (468)

Specify whether Insomnia type, Daytime sleepiness type, Parasomnia
type, Mixed type

With mild use disorder

With moderate or severe use disorder

Without use disorder
Other (or Unknown) Substance—Induced Sexual Dysfunction? (504)
Specify if: Mild, Moderate, Severe

With mild use disorder

With moderate or severe use disorder

Without use disorder
Ivi

Other (or Unknown) Substance Intoxication Delirium™¢ (672)
With mild use disorder
With moderate or severe use disorder
Without use disorder

Other (or Unknown) Substance Withdrawal Delirium™ (673)
With mild use disorder
With moderate or severe use disorder
Without use disorder

Other (or Unknown) Medication—Induced Delirium®¢ (674)

Note: The designation “taken as prescribed” is used to differentiate
medication-induced delirium from substance intoxication delirium and
substance withdrawal delirium.

When other (or unknown) medication taken as prescribed (674)

During withdrawal from other (or unknown) medication taken as
prescribed (674)

Other (or Unknown) Substance—Induced Major Neurocognitive Disorder
(712)

Specify if: Persistent
With mild use disorder



F19.27 With moderate or severe use disorder

F19.97 Without use disorder
e Other (or Unknown) Substance—Induced Mild Neurocognitive Disorder
(712)
Specify if: Persistent
F19.188 With mild use disorder
F19.288 With moderate or severe use disorder
F19.988 Without use disorder
F19.99 Unspecified Other (or Unknown) Substance—Related Disorder (660)
Non-Substance-Related Disorders (661)
F63.0 Gambling Disorder (661)

Specify if: Episodic, Persistent
Specify if: In early remission, In sustained remission

Specify current severity: Mild, Moderate, Severe

Neurocognitive Disorders (667)

Delirium (672)

Specify if: Acute, Persistent

Specify if: Hyperactive, Hypoactive, Mixed level of activity

#Note: For applicable ICD-10-CM codes, refer to the substance classes under Substance-Related and

Addictive Disorders for the specific substance/medication-induced delirium. See also the criteria set
and corresponding recording procedures in the manual for more information.

Specify whether:
. Substance intoxication delirium?
. Substance withdrawal delirium?
Ivii

. Medication-induced delirium?
F05 Delirium due to another medical condition
FO05 Delirium due to multiple etiologies
R41.0 Other Specified Delirium (678)
R41.0 Unspecified Delirium (678)

Major and Mild Neurocognitive Disorders (679)

Specify whether due to [any of the following medical etiologies]: Alzheimer’s disease, Frontotemporal degeneration, Lewy body
disease, Vascular disease, Traumatic brain injury, Substance/medication use, HIV infection, Prion disease, Parkinson’s
disease, Huntington’s disease, Another medical condition, Multiple etiologies, Unspecified etiology

Specify current severity: Mild, Moderate, Severe. This specifier applies only to major neurocognitive disorders (including
probable and possible).



bSpecify: Without behavioral disturbance, With behavioral disturbance. For all mild neurocognitive disorders,
substance/medication-induced major neurocognitive disorder, and unspecified neurocognitive disorder, behavioral
disturbance cannot be coded but should still be recorded.

Note: As indicated for each subtype, an additional medical code is needed for most major neurocognitive disorders, including
those due to probable and possible medical etiologies. The medical etiology should be coded first, before the code for the
major neurocognitive disorder. An additional medical code should not be used for any mild neurocognitive disorder and is not
used for major or mild vascular neurocognitive disorder, substance/medication-induced major or mild neurocognitive disorder,
and unspecified neurocognitive disorder.

Coding note: For major and mild neurocognitive disorders: Use additional code(s) to indicate clinically significant psychiatric
symptoms due to the same medical condition causing the major NCD (e.g., F06.2 psychotic disorder due to Alzheimer’s
disease with delusions; F06.32 depressive disorder due to Parkinson’s disease, with major depressive-like episode.) Note: The
additional codes for mental disorders due to another medical condition are included with disorders with which they share
phenomenology (e.g., for depressive disorders due to another medical condition, see “Depressive Disorders”).

Major or Mild Neurocognitive Disorder Due to Alzheimer’s Disease (690)

e Major Neurocognitive Disorder Due to Probable Alzheimer’s Disease?
Note: Code first G30.9 Alzheimer’s disease.

F02.81 With behavioral disturbance

F02.80 Without behavioral disturbance

e Major Neurocognitive Disorder Due to Possible Alzheimer’s Disease®
Note: Code first G30.9 Alzheimer’s disease.

F02.81 With behavioral disturbance

F02.80 Without behavioral disturbance

G31.84 Mild Neurocognitive Disorder Due to Alzheimer’s Disease”

Major or Mild Frontotemporal Neurocognitive Disorder (695)

e Major Neurocognitive Disorder Due to Probable Frontotemporal Degeneration?
Note: Code first G31.09 frontotemporal degeneration.

F02.81 With behavioral disturbance

F02.80 Without behavioral disturbance

lviii

e Major Neurocognitive Disorder Due to Possible Frontotemporal Degeneration?
Note: Code first G31.09 frontotemporal degeneration.

F02.81 With behavioral disturbance

F02.80 Without behavioral disturbance

G31.84 Mild Neurocognitive Disorder Due to Frontotemporal Degenerationb

Major or Mild Neurocognitive Disorder With Lewy Bodies (699)

e Major Neurocognitive Disorder With Probable Lewy Bodies?
Note: Code first G31.83 Lewy body disease.

F02.81 With behavioral disturbance

F02.80 Without behavioral disturbance

e Major Neurocognitive Disorder With Possible Lewy Bodies?

Note: Code first G31.83 Lewy body disease.



F02.81 With behavioral disturbance
F02.80 Without behavioral disturbance
G31.84 Mild Neurocognitive Disorder With Lewy Bodies”

Major or Mild Vascular Neurocognitive Disorder (702)

e Major Neurocognitive Disorder Probably Due to Vascular Disease®
Note: No additional medical code for vascular disease.

F01.51 With behavioral disturbance

F01.50 Without behavioral disturbance

e Major Neurocognitive Disorder Possibly Due to Vascular Disease®
Note: No additional medical code for vascular disease.

F01.51 With behavioral disturbance

F01.50 Without behavioral disturbance

G31.84 Mild Neurocognitive Disorder Due to Vascular Disease”

Major or Mild Neurocognitive Disorder Due to Traumatic Brain Injury (706)

.- Major Neurocognitive Disorder Due to Traumatic Brain Injury?®
Note: For ICD-10-CM, code first S06.2X9S diffuse traumatic brain injury with loss of consciousness
of unspecified duration, sequela.

F02.81 With behavioral disturbance
F02.80 Without behavioral disturbance
G31.84 Mild Neurocognitive Disorder Due to Traumatic Brain Injuryb

Substance/Medication-Induced Major or Mild Neurocognitive Disorder (712)

Note: No additional medical code. For applicable ICD-10-CM codes, refer to the substance classes under Substance-Related and
Addictive Disorders for the specific substance/medication-induced major or mild neurocognitive disorder. See also the criteria
set and corresponding recording procedures in the manual for more information.

Coding note: The ICD-10-CM code depends on whether or not there is a comorbid substance use disorder present for the same
class of substance. In any case, an additional separate diagnosis of a substance use disorder is not given.

lix

Specify if: Persistent

. Substance/Medication-Induced Major Neurocognitive Disorder®?

Note: If a substance use disorder is present, record mild substance use disorder (ICD-10-CM code not
available if mild substance use disorder does not cause a major neurocognitive disorder) or moderate
or severe substance use disorder; if no substance use disorder is present, record only [specific
substance]-induced major neurocognitive disorder.

. Substance/Medication-Induced Mild Neurocognitive Disorder”
Note: If a substance use disorder is present, record mild substance use disorder or moderate or severe
substance use disorder; if no substance use disorder is present, record only [specific substance]-
induced mild neurocognitive disorder.

Major or Mild Neurocognitive Disorder Due to HIV Infection (717)

N S Major Neurocognitive Disorder Due to HIV Infection?
Note: Code first B20 HIV infection.



F02.81 With behavioral disturbance

F02.80 Without behavioral disturbance

G31.84 Mild Neurocognitive Disorder Due to HIV Infection”

Major or Mild Neurocognitive Disorder Due to Prion Disease (721)

Major Neurocognitive Disorder Due to Prion Disease?
Note: Code first A81.9 prion disease.

F02.81 With behavioral disturbance
F02.80 Without behavioral disturbance
G31.84 Mild Neurocognitive Disorder Due to Prion Disease

Major or Mild Neurocognitive Disorder Due to Parkinson’s Disease (723)

Major Neurocognitive Disorder Probably Due to Parkinson’s Disease?
Note: Code first G20 Parkinson’s disease.

F02.81 With behavioral disturbance
F02.80 Without behavioral disturbance

Major Neurocognitive Disorder Possibly Due to Parkinson’s Disease?
Note: Code first G20 Parkinson’s disease.

F02.81 With behavioral disturbance
F02.80 Without behavioral disturbance
G31.84 Mild Neurocognitive Disorder Due to Parkinson’s Disease”

Major or Mild Neurocognitive Disorder Due to Huntington’s Disease (726)

Major Neurocognitive Disorder Due to Huntington’s Disease?
Note: Code first G10 Huntington’s disease.

F02.81 With behavioral disturbance

F02.80 Without behavioral disturbance

G31.84 Mild Neurocognitive Disorder Due to Huntington’s Disease”
Ix

Major or Mild Neurocognitive Disorder Due to Another Medical Condition (729)

Major Neurocognitive Disorder Due to Another Medical Condition?
Note: Code first the other medical condition.

F02.81 With behavioral disturbance
F02.80 Without behavioral disturbance
G31.84 Mild Neurocognitive Disorder Due to Another Medical Condition”

Major or Mild Neurocognitive Disorder Due to Multiple Etiologies (731)

Major Neurocognitive Disorder Due to Multiple Etiologies?

Note: Code first all the etiological medical conditions (with the exception of vascular disease, which is
not coded).



F02.81 With behavioral disturbance
F02.80 Without behavioral disturbance

Note: If vascular disease is among the multiple etiological medical conditions, code either F01.51 for
major vascular neurocognitive disorder, with behavioral disturbance, or F01.50 for major vascular
neurocognitive disorder, without behavioral disturbance.

G31.84 Mild Neurocognitive Disorder Due to Multiple Etiologiesb

Unspecified Neurocognitive Disorder? (732)

Note: No additional medical code.

R41.9 Unspecified Neurocognitive Disorder”

Personality Disorders (733)

Cluster A Personality Disorders

F60.0 Paranoid Personality Disorder (737)
F60.1 Schizoid Personality Disorder (741)
F21 Schizotypal Personality Disorder (744)

Cluster B Personality Disorders

F60.2 Antisocial Personality Disorder (748)
F60.3 Borderline Personality Disorder (752)
F60.4 Histrionic Personality Disorder (757)
F60.81 Narcissistic Personality Disorder (760)

Cluster C Personality Disorders

F60.6 Avoidant Personality Disorder (764)

F60.7 Dependent Personality Disorder (768)

F60.5 Obsessive-Compulsive Personality Disorder (771)
Ixi

Other Personality Disorders

F07.0 Personality Change Due to Another Medical Condition (775)

Specify whether: Labile type, Disinhibited type, Aggressive type, Apathetic type, Paranoid type, Other
type, Combined type, Unspecified type

F60.89 Other Specified Personality Disorder (778)

F60.9 Unspecified Personality Disorder (778)

Paraphilic Disorders (779)

The following specifier applies to Paraphilic Disorders where indicated:



Specify if: In a controlled environment, In full remission

F65.3 Voyeuristic Disorder? (780)

F65.2 Exhibitionistic Disorder? (783)

Specify whether: Sexually aroused by exposing genitals to prepubertal children, Sexually aroused by
exposing genitals to physically mature individuals, Sexually aroused by exposing genitals to
prepubertal children and to physically mature individuals

F65.81 Frotteuristic Disorder® (785)
F65.51 Sexual Masochism Disorder® (788)
Specify if: With asphyxiophilia
F65.52 Sexual Sadism Disorder® (790)
F65.4 Pedophilic Disorder (792)

Specify whether: Exclusive type, Nonexclusive type
Specify if: Sexually attracted to males, Sexually attracted to females, Sexually attracted to both
Specify if: Limited to incest

F65.0 Fetishistic Disorder® (796)

Specify: Body part(s), Nonliving object(s), Other
F65.1 Transvestic Disorder® (798)

Specify if: With fetishism, With autogynephilia
F65.89 Other Specified Paraphilic Disorder (801)
F65.9 Unspecified Paraphilic Disorder (801)

Other Mental Disorders and Additional Codes (803)

F06.8 Other Specified Mental Disorder Due to Another Medical Condition (803)
FO09 Unspecified Mental Disorder Due to Another Medical Condition (804)
F99 Other Specified Mental Disorder (804)
F99 Unspecified Mental Disorder (805)
Z03.89 No Diagnosis or Condition (805)

Ixii

Medication-Induced Movement Disorders and Other Adverse Effects of
Medication (807)

. Medication-Induced Parkinsonism (807)

G21.11 Antipsychotic Medication— and Other Dopamine Receptor Blocking
Agent—Induced Parkinsonism (807)

G21.19 Other Medication-Induced Parkinsonism (807)



G21.0
G24.02
G25.71
G24.01
G24.09
G25.71
G25.1
G25.79
T43.205A
T43.205D
T43.205S
T50.905A
T50.905D
T50.905S

Neuroleptic Malignant Syndrome (810)

Medication-Induced Acute Dystonia (812)
Medication-Induced Acute Akathisia (813)
Tardive Dyskinesia (814)
Tardive Dystonia (816)
Tardive Akathisia (816)
Medication-Induced Postural Tremor (817)
Other Medication-Induced Movement Disorder (818)
Antidepressant Discontinuation Syndrome (818)
Initial encounter
Subsequent encounter
Sequelae
Other Adverse Effect of Medication (819)
Initial encounter
Subsequent encounter

Sequelae

Other Conditions That May Be a Focus of Clinical Attention (821)

Suicidal Behavior and Nonsuicidal Self-Injury (822)
Suicidal Behavior (822)

T14.91A
T14.91D
Z91.51

Current Suicidal Behavior (822)
Initial encounter
Subsequent encounter

History of Suicidal Behavior (822)

Nonsuicidal Self-Injury (822)

R45.88
Z291.52

Current Nonsuicidal Self-Injury (822)

History of Nonsuicidal Self-Injury (822)

Ixiii

Abuse and Neglect (822)

Child Maltreatment and Neglect Problems (823)
Child Physical Abuse (823)

Child Physical Abuse, Confirmed (823)



T74.12XA
T74.12XD

T76.12XA
T76.12XD

Z69.010

Z269.020

262.810
Z269.011

Z269.021

Initial encounter

Subsequent encounter

Child Physical Abuse, Suspected (823)

Initial encounter

Subsequent encounter

Other Circumstances Related to Child Physical Abuse (823)

Encounter for mental health services for victim of child physical abuse by
parent

Encounter for mental health services for victim of nonparental child
physical abuse

Personal history (past history) of physical abuse in childhood

Encounter for mental health services for perpetrator of parental child
physical abuse

Encounter for mental health services for perpetrator of nonparental child
physical abuse

Child Sexual Abuse (823)

T74.22XA
T74.22XD

T76.22XA
T76.22XD

Z69.010
Z269.020

262.810
Z269.011

Z269.021

Child Neglect (824)

Child Sexual Abuse, Confirmed (824)

Initial encounter

Subsequent encounter

Child Sexual Abuse, Suspected (824)

Initial encounter

Subsequent encounter

Other Circumstances Related to Child Sexual Abuse (824)

Encounter for mental health services for victim of child sexual abuse by
parent

Encounter for mental health services for victim of nonparental child
sexual abuse

Personal history (past history) of sexual abuse in childhood

Encounter for mental health services for perpetrator of parental child
sexual abuse

Encounter for mental health services for perpetrator of nonparental child
sexual abuse

Ixiv

Child Neglect, Confirmed (824)



T74.02XA
T74.02XD
T76.02XA
T76.02XD
Z269.010
269.020

262.812
Z269.011

269.021

Initial encounter

Subsequent encounter

Child Neglect, Suspected (824)

Initial encounter

Subsequent encounter

Other Circumstances Related to Child Neglect (824)

Encounter for mental health services for victim of child neglect by parent

Encounter for mental health services for victim of nonparental child
neglect

Personal history (past history) of neglect in childhood

Encounter for mental health services for perpetrator of parental child
neglect

Encounter for mental health services for perpetrator of nonparental child
neglect

Child Psychological Abuse (825)

T74.32XA
T74.32XD

T76.32XA
T76.32XD

Z269.010

269.020

262.811
Z269.011

269.021

Child Psychological Abuse, Confirmed (825)

Initial encounter

Subsequent encounter

Child Psychological Abuse, Suspected (825)

Initial encounter

Subsequent encounter

Other Circumstances Related to Child Psychological Abuse (825)

Encounter for mental health services for victim of child psychological
abuse by parent

Encounter for mental health services for victim of nonparental child
psychological abuse

Personal history (past history) of psychological abuse in childhood

Encounter for mental health services for perpetrator of parental child
psychological abuse

Encounter for mental health services for perpetrator of nonparental child
psychological abuse

Adult Maltreatment and Neglect Problems (825)
Spouse or Partner Violence, Physical (825)

T74.11XA

Spouse or Partner Violence, Physical, Confirmed (825)

Initial encounter



T74.11XD

T76.11XA
T76.11XD

Z69.11

Z91.410
269.12

Subsequent encounter
Ixv

Spouse or Partner Violence, Physical, Suspected (826)
Initial encounter
Subsequent encounter
Other Circumstances Related to Spouse or Partner Violence, Physical (826)

Encounter for mental health services for victim of spouse or partner
violence, physical

Personal history (past history) of spouse or partner violence, physical

Encounter for mental health services for perpetrator of spouse or partner
violence, physical

Spouse or Partner Violence, Sexual (826)

T74.21XA
T74.21XD
T76.21XA
T76.21XD

Z269.81

Z91.410
269.12

Spouse or Partner Violence, Sexual, Confirmed (826)
Initial encounter
Subsequent encounter
Spouse or Partner Violence, Sexual, Suspected (826)
Initial encounter
Subsequent encounter
Other Circumstances Related to Spouse or Partner Violence, Sexual (826)

Encounter for mental health services for victim of spouse or partner
violence, sexual

Personal history (past history) of spouse or partner violence, sexual

Encounter for mental health services for perpetrator of spouse or partner
violence, sexual

Spouse or Partner Neglect (826)

T74.01XA
T74.01XD
T76.01XA
T76.01XD

Z69.11

Spouse or Partner Neglect, Confirmed (826)
Initial encounter
Subsequent encounter
Spouse or Partner Neglect, Suspected (827)
Initial encounter
Subsequent encounter
Other Circumstances Related to Spouse or Partner Neglect (827)

Encounter for mental health services for victim of spouse or partner
neglect



291.412
269.12

Personal history (past history) of spouse or partner neglect

Encounter for mental health services for perpetrator of spouse or partner
neglect

Spouse or Partner Abuse, Psychological (827)

T74.31XA
T74.31XD

T76.31XA
T76.31XD

Z69.11

291411
269.12

Spouse or Partner Abuse, Psychological, Confirmed (827)
Initial encounter

Subsequent encounter
Ixvi

Spouse or Partner Abuse, Psychological, Suspected (827)
Initial encounter
Subsequent encounter
Other Circumstances Related to Spouse or Partner Abuse, Psychological (827)

Encounter for mental health services for victim of spouse or partner
psychological abuse

Personal history (past history) of spouse or partner psychological abuse

Encounter for mental health services for perpetrator of spouse or partner
psychological abuse

Adult Abuse by Nonspouse or Nonpartner (827)

T74.11XA
T74.11XD
T76.11XA
T76.11XD
T74.21XA
T74.21XD
T76.21XA
T76.21XD

T74.31XA

T74.31XD

Adult Physical Abuse by Nonspouse or Nonpartner, Confirmed (828)
Initial encounter
Subsequent encounter

Adult Physical Abuse by Nonspouse or Nonpartner, Suspected (828)
Initial encounter
Subsequent encounter

Adult Sexual Abuse by Nonspouse or Nonpartner, Confirmed (828)
Initial encounter
Subsequent encounter

Adult Sexual Abuse by Nonspouse or Nonpartner, Suspected (828)
Initial encounter
Subsequent encounter

Adult Psychological Abuse by Nonspouse or Nonpartner, Confirmed (828)

Initial encounter

Subsequent encounter



T76.31XA
T76.31XD

Z269.81

269.82

Adult Psychological Abuse by Nonspouse or Nonpartner, Suspected (828)
Initial encounter
Subsequent encounter

Other Circumstances Related to Adult Abuse by Nonspouse or Nonpartner (828)

Encounter for mental health services for victim of nonspousal or
nonpartner adult abuse

Encounter for mental health services for perpetrator of nonspousal or
nonpartner adult abuse

Relational Problems (828)

262.820
262.821

262.822
Z262.898
262.891
Z263.0

Parent-Child Relational Problem (829)
Parent—Biological Child (829)
Parent—Adopted Child (829)

Ixvii

Parent—Foster Child (829)
Other Caregiver—Child (829)
Sibling Relational Problem (829)

Relationship Distress With Spouse or Intimate Partner (829)

Problems Related to the Family Environment (829)

262.29
Z262.898
Z263.5
Z263.8

Upbringing Away From Parents (829)
Child Affected by Parental Relationship Distress (830)
Disruption of Family by Separation or Divorce (830)

High Expressed Emotion Level Within Family (830)

Educational Problems (830)

Z55.0
Z55.1
Z255.2
Z55.3
2554
Z55.8
Z55.9

Tlliteracy and Low-Level Literacy (830)

Schooling Unavailable and Unattainable (830)

Failed School Examinations (830)

Underachievement in School (830)

Educational Maladjustment and Discord With Teachers and Classmates (830)
Problems Related to Inadequate Teaching (830)

Other Problems Related to Education and Literacy (830)

Occupational Problems (830)

Z256.82
Z56.0

Problem Related to Current Military Deployment Status (830)

Unemployment (831)



Z56.1
Z256.2
Z56.3
256.4
Z56.5
Z256.6
Z56.81
Z56.9

Change of Job (831)

Threat of Job Loss (831)

Stressful Work Schedule (831)

Discord With Boss and Workmates (831)

Uncongenial Work Environment (831)

Other Physical and Mental Strain Related to Work (831)
Sexual Harassment on the Job (831)

Other Problem Related to Employment (831)

Housing Problems (831)

Z59.01
Z259.02
Z59.1
Z259.2
Z59.3
Z59.9

Sheltered Homelessness (831)

Unsheltered Homelessness (831)

Inadequate Housing (831)

Discord With Neighbor, Lodger, or Landlord (831)
Problem Related to Living in a Residential Institution (831)

Other Housing Problem (831)

Ixviii

Economic Problems (831)

25941
Z58.6
Z59.5
Z59.6
Z259.7
Z59.9

Food Insecurity (832)

Lack of Safe Drinking Water (832)

Extreme Poverty (832)

Low Income (832)

Insufficient Social or Health Insurance or Welfare Support (832)

Other Economic Problem (832)

Problems Related to the Social Environment (832)

260.2
Z260.3
260.4
Z260.5
Z260.9

Problem Related to Living Alone (832)

Acculturation Difficulty (832)

Social Exclusion or Rejection (832)

Target of (Perceived) Adverse Discrimination or Persecution (832)

Other Problem Related to Social Environment (832)

Problems Related to Interaction With the Legal System (832)

Z265.0
Z65.1

Conviction in Criminal Proceedings Without Imprisonment (833)

Imprisonment or Other Incarceration (833)

Problems Related to Release From Prison (833)



265.2
Z65.3 Problems Related to Other Legal Circumstances (833)

Problems Related to Other Psychosocial, Personal, and Environmental
Circumstances (833)

Z72.9 Problem Related to Lifestyle (833)

264.0 Problems Related to Unwanted Pregnancy (833)

Z64.1 Problems Related to Multiparity (833)

264.4 Discord With Social Service Provider, Including Probation Officer, Case Manager, or Social Services
Worker (833)

Z265.4 Victim of Crime (833)

Z265.4 Victim of Terrorism or Torture (833)

Z65.5 Exposure to Disaster, War, or Other Hostilities (833)

Problems Related to Access to Medical and Other Health Care (833)

Z75.3 Unavailability or Inaccessibility of Health Care Facilities (833)

Z75.4 Unavailability or Inaccessibility of Other Helping Agencies (833)

Circumstances of Personal History (833)

Z91.49 Personal History of Psychological Trauma (833)
291.82 Personal History of Military Deployment (833)
Ixix

Other Health Service Encounters for Counseling and Medical Advice (833)

Z31.5 Genetic Counseling (833)

Z70.9 Sex Counseling (834)

Z71.3 Dietary Counseling (834)

Z71.9 Other Counseling or Consultation (834)

Additional Conditions or Problems That May Be a Focus of Clinical Attention
(834)

Z91.83 Wandering Associated With a Mental Disorder (834)
Z263.4 Uncomplicated Bereavement (834)

Z60.0 Phase of Life Problem (834)

265.8 Religious of Spiritual Problem (834)

Z272.811 Adult Antisocial Behavior (835)

Z272.810 Child or Adolescent Antisocial Behavior (835)
Z91.19 Nonadherence to Medical Treatment (835)

Overweight or Obesity (835)



E66.9
Z76.5 Malingering (835)
R41.81 Age-Related Cognitive Decline (835)

R41.83 Borderline Intellectual Functioning (836)
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This section provides a basic orientation to the purpose, structure, content, and use
of DSM-5. The Introduction begins with a description of the DSM-5 and DSM-5-TR
revision processes, followed by an overview of the DSM-5 organizational structure (e.g.,
regrouping of disorders, harmonization with ICD-11) and key conceptual issues, such as
the definition of a mental disorder, categorical and dimensional approaches to
diagnosis, cultural and social structural issues, and sex and gender differences. Use of
the Manual features information to facilitate the use of DSM-5, such as a brief overview
of the diagnostic process, use of subtypes and specifiers, other specified and
unspecified mental disorder categories, use of clinical judgment, coding and recording
procedures, notes about terminology, descriptions of the types of information in the
DSM-5-TR text, and online enhancements. The section concludes with a Cautionary
Statement for Forensic Use of DSM-5.



Introduction

The creation of the fifth edition of Diagnostic and Statistical Manual of Mental Disorders
(DSM-5) was a massive undertaking that involved hundreds of people working toward a
common goal over a 12-year period. Much thought and deliberation were involved in evaluating
the diagnostic criteria, considering the organization of every aspect of the manual, and creating
new features believed to be most useful to clinicians, such as dimensional measures that can help
to identify emerging symptoms or determine and monitor changes in severity. All of these efforts
have been directed toward the goal of enhancing the usefulness of DSM-5 as a clinical guide in
the diagnosis of mental disorders, as well as its value for research.

DSM-5 strives to fulfill the need of clinicians, patients, families, and researchers for a clear
and concise description of each mental disorder, which has been operationalized using diagnostic
criteria that are supplemented by dimensional measures of severity and is accompanied by a
digest of information about the diagnosis, including risk factors and culture- and sex- and
gender-related issues.

Clinical training and experience are needed to use DSM for determining a clinical diagnosis.
The diagnostic criteria identify symptoms and signs comprising affects, behaviors, cognitive
functions, and personality traits along with physical signs, symptom combinations (syndromes),
and durations that require clinical expertise to differentiate from normal variation and transient
responses to stress. The diagnostic process can be facilitated by a thorough examination of the
range of symptoms that might be present, such as by conducting a review of mental systems
using the DSM-5 Level 1 Cross-Cutting Symptom Measure as recommended by The American
Psychiatric Association (APA) Practice Guidelines for the Psychiatric Evaluation of Adults (see
“Cross-Cutting Symptom Measures™).

The use of DSM criteria has the clear virtue of creating a common language for
communication between clinicians about the diagnosis of disorders. Officially recognized
disorders are located in Section II of the manual. However, it should be noted that these
diagnostic criteria and their placement within the classification are based on current research and
may need to be modified as research advances.

Development of DSM-5-TR

Brief History of Prior DSM Editions

The first edition of the American Psychiatric Association’s Diagnostic and Statistical Manual of
Mental Disorders appeared in 1952. This was the first official manual of mental disorders to



contain a glossary of descriptions of the diagnostic categories. The use of the term “reaction”
throughout the classification reflected the influence of Adolf Meyer’s psychobiological view that
mental disorders represented reactions of the personality to psychological, social, and biological
factors. In the development of the second edition (DSM-II), a decision was made to base the
classification on the mental disorders section of
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the eighth revision of the International Classification of Diseases (ICD-8), for which
representatives of the APA had provided consultation. Both DSM-II and ICD-8 went into effect
in 1968.

As had been the case for DSM-I and DSM-II, the development of DSM-III was coordinated
with the development of the International Classification of Diseases, specifically ICD-9, which
was published in 1975 and implemented in 1978. Work began on DSM-III in 1974, with
publication in 1980. DSM-III, under the direction of Robert L. Spitzer, M.D., introduced a
number of important methodological innovations, including explicit diagnostic criteria and a
descriptive approach that attempted to be neutral with respect to theories of etiology of mental
disorders. Experience with DSM-III revealed a number of inconsistencies in the system.
Therefore, the APA appointed a Workgroup to Revise DSM-III, which developed the revisions
and corrections that led to DSM-III-R in 1987.

DSM-IV was published in 1994. It was the culmination of a 6-year effort that involved more
than 1,000 individuals and numerous professional organizations. Much of the effort involved
conducting a comprehensive review of the literature to establish a firm empirical basis for
making modifications. Developers of DSM-IV and the tenth revision of the ICD worked closely
to coordinate their efforts, resulting in increased congruence between the two systems. ICD-10
was published in 1992.

A thorough history of all DSM editions is located on the APA website:
https://www.psychiatry.org/psychiatrists/practice/dsm/history-of-the-dsm.

DSM-5 Revision Process

In 1999, the APA launched an evaluation of the strengths and weaknesses of DSM. This effort
was coordinated with the World Health Organization’s (WHO) Division of Mental Health, the
World Psychiatric Association, and the National Institute of Mental Health (NIMH) in the form
of several conferences, the proceedings of which were published in the 2002 monograph A
Research Agenda for DSM-V. Thereafter, from 2003 to 2008, a cooperative agreement between
the APA and WHO, supported by the NIMH, the National Institute on Drug Abuse (NIDA), and
the National Institute on Alcohol Abuse and Alcoholism (NIAAA), led to the convening of 13
international DSM-5 research planning conferences, involving 400 participants from 39
countries, to review the world literature in specific diagnostic areas to prepare for revisions in
developing both DSM-5 and the International Classification of Diseases, 11th Revision (ICD-
11). Reports from these conferences formed the basis for future DSM-5 Task Force reviews and
set the stage for the new edition of DSM.

In 2006, the APA named David J. Kupfer, M.D., as Chair and Darrel A. Regier, M.D.,
M.P.H,, as Vice-Chair of the DSM-5 Task Force. They were charged with recommending chairs
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for the 13 diagnostic work groups and additional task force members with a multidisciplinary
range of expertise who would oversee the development of DSM-5. An additional vetting process
was initiated by the APA Board of Trustees to disclose sources of income and thus avoid
conflicts of interest by task force and work group members. The full disclosure of all income and
research grants from commercial sources, including the pharmaceutical industry, in the previous
3 years, the imposition of an income cap from all commercial sources, and the publication of
disclosures on a website set a new standard for the field. Thereafter, the task force of 28
members was approved in 2007, and appointments of more than 130 work group members were
approved in 2008. More than 400 additional work group advisors with no voting authority were
also approved to participate in the process. A clear concept of the next evolutionary stage for the
classification of mental disorders was central to the efforts of the task force and the work groups.
This vision emerged as the task force and work groups recounted the history of DSM-IV’s
classification, its current strengths and limitations, and strategic directions for its revision.
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An intensive 6-year process involved conducting literature reviews and secondary analyses,
publishing research reports in scientific journals, developing draft diagnostic criteria, posting
preliminary drafts on the DSM-5 website for public comment, presenting preliminary findings at
professional meetings, performing field trials, and revising criteria and text. Overall, many health
professional and educational groups were involved in this development and testing of DSM-5,
including physicians, psychologists, social workers, nurses, counselors, epidemiologists,
statisticians, neuroscientists, and neuropsychologists. Also, individuals with mental disorders and
families of individuals with mental disorders, lawyers, consumer organizations, and advocacy
groups participated in revising DSM-5 by providing feedback on the mental disorders described
in this volume.

Proposals for Revisions

Proposals for the revision of DSM-IV diagnostic criteria were developed by members of the
work groups on the basis of rationale, scope of change, expected impact on clinical management
and public health, strength of the supporting research evidence, overall clarity, and clinical
utility. Proposals encompassed changes to diagnostic criteria; the addition of new disorders,
subtypes, and specifiers; and the deletion of existing disorders.

In the proposals for revisions, strengths and weaknesses in the current criteria and nosology
were first identified. Novel scientific findings over the previous two decades were considered,
leading to the creation of a research plan to assess potential changes through literature reviews
and secondary data analyses. Four principles guided the draft revisions: 1) DSM-5 is primarily
intended to be a manual to be used by clinicians, and revisions must be feasible for routine
clinical practice; 2) recommendations for revisions should be guided by research evidence; 3)
where possible, continuity should be maintained with previous editions of DSM; and 4) no a
priori constraints should be placed on the degree of change between DSM-IV and DSM-5.

Building on the initial literature reviews, work groups identified key issues within their
diagnostic areas. Work groups also examined broader methodological concerns, such as the
presence of contradictory findings within the literature; development of a refined definition of



mental disorder; and a consideration of cross-cutting issues relevant to all disorders. Inclusion of
a proposal for revision in Section II was informed by consideration of its advantages and
disadvantages for public health and clinical utility, the strength of the evidence, and the
magnitude of the change. New diagnoses and disorder subtypes and specifiers were subject to
additional stipulations, such as demonstration of reliability (i.e., the degree to which two
clinicians could independently arrive at the same diagnosis for a given patient). Disorders with
low clinical utility and weak validity were considered for deletion. Placement of proposed
conditions in “Conditions for Further Study” in Section III was contingent on the amount of
empirical evidence generated on the proposed diagnosis, diagnostic reliability or validity,
presence of clear clinical need, and potential benefit in advancing research.

DSM-5 Field Trials

The use of field trials to empirically demonstrate reliability was a noteworthy improvement
introduced in DSM-III. The design and implementation strategy of the DSM-5 Field Trials
represented several changes from approaches used for DSM-III and DSM-IV, particularly in
obtaining data on the precision of kappa reliability estimates (a statistical measure that assesses
level of agreement between raters that corrects for chance agreement due to prevalence rates) in
the context of real-world clinical settings with high levels of diagnostic comorbidity. For DSM-
5, field trials were extended by using two distinctive designs: one in large, diverse medical-
academic settings and the other in routine clinical practices. The former capitalized on the need
for large sample sizes to test hypotheses on
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reliability and clinical utility of a range of diagnoses in a variety of patient populations; the latter
supplied valuable information about how proposed revisions performed in everyday clinical
settings among a diverse sample of DSM users. It is anticipated that future clinical and basic
research studies will focus on the validity of the revised categorical diagnostic criteria and the
underlying dimensional features of these disorders (including those now being explored by the
NIMH Research Domain Criteria initiative).

The medical-academic field trials were conducted at 11 North American medical-academic
sites from December 2010 to October 2011 and assessed the reliability, feasibility, and clinical
utility of select revisions, with priority given to those that represented the greatest degree of
change from DSM-IV or those potentially having the greatest public health impact. The full
clinical patient populations coming to each site were screened for DSM-IV diagnoses or
qualifying symptoms likely to predict several specific DSM-5 disorders of interest. Stratified
samples of four to seven specific disorders, plus a stratum containing a representative sample of
all other diagnoses, were identified for each site. Patients consented to the study and were
randomly assigned for a clinical interview by a clinician blind to the clinical diagnosis, followed
by a second interview that occurred within 2 weeks with a clinician blind to the diagnoses made
by the first interviewer. Patients first filled out a computer-assisted inventory of cross-cutting
symptoms in more than a dozen psychological domains. These inventories were scored by a
computer, and results were provided to clinicians before they conducted a typical clinical
interview (with no structured protocol). Clinicians were required to score the presence of



qualifying criteria on a computer-assisted DSM-5 diagnostic checklist, determine diagnoses,
score the severity of the diagnosis, and upload the data to a central repository. This study design
allowed the calculation of the degree to which two independent clinicians could agree on a
diagnosis (using the intraclass kappa statistic) and on clinician-administered ratings of cross-
cutting and diagnosis-specific symptom severity (using intraclass correlation coefficients), as
well as the level of agreement on measures of self-reported cross-cutting symptoms, personality
traits, disability, and diagnostic severity administered to the same patient on two occasions up to
2 weeks apart (using intraclass correlation coefficients), along with information on the precision
of these estimates of reliability. It was also possible to assess the prevalence rates of both DSM-
IV and DSM-5 conditions in the respective clinical populations.

The routine clinical practice field trials involved recruitment of individual psychiatrists and
other mental health clinicians and were conducted from October 2011 to March 2012. A
volunteer sample was recruited that included generalist and specialty psychiatrists, psychologists,
licensed clinical social workers, counselors, marriage and family therapists, and advanced
practice psychiatric mental health nurses. The field trials provided exposure of the proposed
DSM-5 diagnoses and dimensional measures to a wide range of clinicians to assess their
feasibility and clinical utility.

Public and Professional Review

In 2010, the APA launched a website devoted to the DSM-5 revision to facilitate public and
professional input into DSM-5. All draft diagnostic criteria and proposed changes in organization
were posted on www.dsmb5.org for a 2-month comment period. Feedback totaled more than
8,000 submissions, which were systematically reviewed by each of the 13 work groups, whose
members, where appropriate, integrated questions and comments into discussions of draft
revisions and plans for field trial testing. After revisions to the initial draft criteria and proposed
chapter organization, a second posting occurred in 2011. Work groups considered feedback from
both web postings and the results of the DSM-5 Field Trials when drafting proposed final
criteria, which were posted on the website for a third and final time in 2012. These three
iterations of external review produced more than 13,000 individually signed comments on the
website that were received and reviewed by the work
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groups, plus thousands of organized petition signers for and against some proposed revisions, all
of which allowed the task force to actively address concerns of DSM users, as well as patients
and advocacy groups, and ensure that clinical utility remained a high priority.

Expert Review and Final Approval

The members of the 13 work groups, representing expertise in their respective areas, collaborated
with advisors and reviewers under the overall direction of the DSM-5 Task Force to draft the
diagnostic criteria and accompanying text. This effort was supported by a team of APA Division
of Research staff and developed through a network of text coordinators from each work group.
The preparation of the text was coordinated by the text editor, working in close collaboration
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with the work groups and under the direction of the task force chairs. The Scientific Review
Committee (SRC) was established to provide a scientific peer review process that was external to
that of the work groups. The SRC chair, vice-chair, and six committee members were charged
with reviewing the degree to which the proposed changes from DSM-IV could be supported with
scientific evidence. Each proposal for diagnostic revision required a memorandum of evidence
for change prepared by the work group and accompanied by a summary of supportive data
organized around validators for the proposed diagnostic criteria (i.e., antecedent validators such
as familial aggregation, concurrent validators such as biological markers, and prospective
validators such as response to treatment or course of illness). The submissions were reviewed by
the SRC and scored according to the strength of the supportive scientific data. Other
justifications for change, such as those arising from clinical experience or need or from a
conceptual reframing of diagnostic categories, were generally seen as outside the purview of the
SRC. The reviewers’ scores, which varied substantially across the different proposals, and an
accompanying brief commentary were then returned to the APA Board of Trustees and the work
groups for consideration and response.

The Clinical and Public Health Committee (CPHC), composed of a chair, vice-chair, and six
members, was appointed to consider additional clinical utility, public health, and logical
clarification issues for criteria that had not yet accumulated the type or level of evidence deemed
sufficient for change by the SRC. This review process was particularly important for DSM-IV
disorders with known deficiencies for which proposed remedies had neither been previously
considered in the DSM revision process nor been subjected to replicated research studies. These
selected disorders were evaluated by four to five external reviewers, and the blinded results were
reviewed by CPHC members, who in turn made recommendations to the APA Board of Trustees
and the work groups.

Forensic reviews of diagnostic criteria and text were conducted by the members of the APA
Council on Psychiatry and Law for disorders frequently appearing in forensic environments and
ones with high potential for influencing civil and criminal judgments in courtroom settings.
Work groups also added forensic experts as advisors in pertinent areas to complement expertise
provided by the Council on Psychiatry and Law.

A final recommendation from the task force was then provided to the APA Assembly’s
Committee on DSM-5 to consider some of the clinical utility and feasibility features of the
proposed revisions. The Assembly is a deliberative body of the APA representing the district
branches and wider membership that is composed of psychiatrists from throughout the United
States who provide geographic, practice size, and interest-based diversity. The Committee on
DSM-5 was composed of a diverse group of Assembly leaders.

Following the preceding review steps, executive “summit committee” sessions were held to
consolidate input from review, including Assembly committee chairs, task force chairs, a
forensic advisor, and a statistical advisor, for a preliminary review of each disorder by the
Assembly and APA Board of Trustees executive committees. This preceded a preliminary review
by the full APA Board of Trustees. The Assembly voted, in November 2012, to recommend that
the Board approve the publication of DSM-5, and the APA Board
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of Trustees approved its publication in December 2012. The many experts, reviewers, and



advisors who contributed to this process are listed in the Appendix.

Revisions to DSM-5

DSM-5 Iterative Revision Process

Advances in digital publishing that allow timely dissemination of changes have paved the way
for the American Psychiatric Association to adopt an iterative improvement model for DSM, in
which revisions are pegged to specific scientific advances. The DSM Steering Committee
(analogous to the DSM-5 Task Force) was appointed in Spring 2014, with Paul S. Appelbaum,
M.D., as Chair and Ellen Leibenluft, M.D., and Kenneth Kendler, M.D., as Vice Chairs, to
oversee the iterative revision process, along with the establishment of a web portal
(www.dsmb5.org) to field proposals on a continuous basis. Proposed changes can include the
addition of new disorders and deletion or modification of diagnostic criteria sets in Sections II
and III of DSM-5, as well as changes to the text. Submissions must be accompanied by
supportive information in a structured format, including the reasons for the change, the
magnitude of change, data documenting improvements in validity across a range of validators,
evidence of reliability and clinical utility, and consideration of current or potential deleterious
consequences associated with the proposed change.

Approaches to validating diagnostic criteria for categorical mental disorders have included
the following types of evidence: antecedent validators (similar genetic markers, family traits,
temperament, and environmental exposure), concurrent validators (similar neural substrates,
biomarkers, emotional and cognitive processing, and symptom similarity), and predictive
validators (similar clinical course and treatment response). New criteria for current disorders are
adopted if they produce improvement in some of these classes of validators. Furthermore, new
disorders are added to DSM if they are shown to be valid by a substantial subset of these
validators as well as meet the criteria for a mental disorder and demonstrate clinical utility.

Proposals submitted to the DSM web portal undergo an initial review by the Steering
Committee to determine whether the evidence for the proposal, on its face, appears substantially
likely to meet the criteria for approval. If so, the proposal is referred to one of the five standing
Review Committees (functionally analogous to the DSM Work Groups), which cover broad
domains of psychiatric diagnosis. On receipt of a proposal from the Steering Committee, the
assigned Review Committee considers the evidence in support of the proposed change, requests
additional information if necessary, and returns the proposal to the Steering Committee with
recommendations for disposition and, in some cases, suggested modifications. If the Steering
Committee concurs that sufficient evidence appears to exist in support of the proposal, the
proposed revision is posted on the DSM-5 website for public comment. The final stage involves
making necessary adjustments based on the comments and then forwarding the final version to
the APA Assembly and Board of Trustees for their approval. Once approved, the online version
of the manual (see https://psychiatryonline.org) is updated to reflect the changes. All changes
that have been approved since the publication of DSM-5 in 2013 are included in DSM-5-TR.

DSM-5 Text Revision Process

In Spring 2019, APA started work on DSM-5-TR, with Michael B. First, M.D., and Philip Wang,
M.D., Dr.P.H., as Revision Subcommittee Co-Chairs and Wilson M. Compton, M.D., and Daniel
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S. Pine, M.D., as Revision Subcommittee Vice Chairs. The DSM-5-TR development effort
involved more than 200 experts (the majority of whom were involved in the development of
DSM-5), who were given the task of conducting literature reviews covering the past 10 years and
reviewing the text to identify out-of-date material. A review of
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conflicts of interest for all proposed changes to the text was conducted to eliminate any possible
compromise of the objectivity of the content. Mirroring the structure of the DSM-5 process,
experts were divided into 20 Disorder review groups, each headed by a section editor. Four
cross-cutting review groups (Culture, Sex and Gender, Suicide, and Forensic) reviewed all the
chapters, focusing on material involving their specific expertise. The text was also reviewed by a
work group on Ethnoracial Equity and Inclusion to ensure appropriate attention to risk factors
such as racism and discrimination and the use of nonstigmatizing language. Although the scope
of the text revision did not include conceptual changes to the criteria sets, some necessary
clarifications to certain diagnostic criteria became apparent during the review of the text.
Proposals for changes in diagnostic criteria or specifier definitions that were a result of the text
revision process were reviewed and approved by the DSM Steering Committee, as well as the
APA Assembly and Board of Trustees, as part of the DSM-5 iterative revision process described
in the prior section.

Changes in DSM-5 Organizational Structure

DSM is a medical classification of disorders and as such serves as a historically determined
cognitive schema imposed on clinical and scientific information to increase its comprehensibility
and utility. The classification of disorders (the way in which disorders are grouped) provides a
high-level organization for the manual.

Regrouping of Disorders in DSM-5

Members of the DSM-5 diagnostic spectra study group examined whether scientific validators
could inform possible new groupings of related disorders within the existing categorical
framework. Eleven such indicators were recommended by the study group for this purpose (i.e.,
their ability to meaningfully separate groups of psychiatric illness from each other): neural
substrates, family traits, genetic risk factors, specific environmental risk factors, biomarkers,
temperamental antecedents, abnormalities of emotional or cognitive processing, symptom
similarity, course of illness, high comorbidity, and shared treatment response. These indicators
served the study group as empirical guidelines to inform decision-making by the work groups
and the task force about how to cluster disorders to maximize their validity and clinical utility
(i.e., the more likely that disorders shared these validators, the more likely they would be in the
same diagnostic grouping).

A series of papers was developed and published in a prominent international journal
(Psychological Medicine, Vol. 39, 2009) as part of both the DSM-5 and the ICD-11
developmental processes to document that such validators were most useful for suggesting large



groupings of disorders, as well as for “validating” proposed changes to diagnostic criteria.

As the APA and WHO began to plan their respective revisions of DSM and the International
Classification of Diseases (ICD), both considered the possibility of improving clinical utility
(e.g., by helping to explain apparent comorbidity) and facilitating scientific investigation by
rethinking the organizational structures of both publications. It was critical to both the DSM-5
Task Force and the WHO International Advisory Group on the revision of the ICD-10 Section on
Mental and Behavioral Disorders that the revisions to organization enhance clinical utility and
remain within the bounds of well-replicated

12

scientific information. In that spirit, revision of the organizational structure was approached
as a conservative, evolutionary diagnostic reform that would be guided by emerging scientific
evidence on the relationships between disorder groups. By reordering and regrouping the
existing disorders, the revised structure is meant to stimulate new clinical perspectives and to
encourage researchers to identify the psychological and physiological cross-cutting factors that
are not bound by strict categorical designations.

Early in the course of the revisions, it became apparent that a shared organizational structure
would help harmonize the classifications. To the surprise of participants in both revision
processes, large sections of the content fell relatively easily into place, reflecting real strengths in
some areas of the scientific literature, such as epidemiology, analyses of comorbidity, twin
studies, and certain other genetically informed designs. When disparities emerged, they almost
always reflected the need to make a judgment about where to place a disorder in the face of
incomplete—or, more often, conflicting—data. Thus, for example, on the basis of patterns of
symptoms, comorbidity, and shared risk factors, attention-deficit/hyperactivity disorder (ADHD)
was placed within the DSM-5 chapter “Neurodevelopmental Disorders,” although the same data
also supported strong arguments to place ADHD within the chapter “Disruptive, Impulse-
Control, and Conduct Disorders.” These issues were settled with the preponderance of evidence
supporting placement in the “Neurodevelopmental Disorders” chapter in DSM-5.

The organization of chapters of DSM-5 after the neurodevelopmental disorders is based on
groups of internalizing disorders (i.e., disorders with prominent anxiety, depressive, and somatic
symptoms), externalizing disorders (i.e., disorders with prominent impulsive, disruptive conduct,
and substance use symptoms), neurocognitive disorders, and other disorders. It is hoped that this
organization will encourage further study of underlying pathophysiological processes that give
rise to diagnostic comorbidity and symptom heterogeneity. Furthermore, by arranging disorder
clusters to mirror clinical reality, DSM-5 should facilitate identification of potential diagnoses by
non—mental health specialists, such as primary care physicians.

Despite the problem posed by categorical diagnoses, the DSM-5 Task Force recognized that
it would have been premature scientifically to propose alternative dimensional definitions for
most disorders. The organizational structure is meant to serve as a bridge to new diagnostic
approaches without disrupting current clinical practice or research. It is anticipated that the more
dimensional DSM-5 approach and organizational structure will facilitate research across current
diagnostic categories by encouraging broad investigations within the proposed chapters and
across adjacent chapters. Such research should also keep DSM-5 central to the development of
dimensional approaches to diagnosis that will likely supplement or supersede current categorical



approaches in coming years.

Combining Developmental and Life Span Considerations

To improve clinical utility, DSM-5 is organized along developmental and life span trajectories. It
begins with diagnoses thought to reflect developmental processes that manifest early in life (e.g.,
neurodevelopmental disorders and schizophrenia spectrum and other psychotic disorders),
followed by diagnoses that more commonly manifest in adolescence and young adulthood (e.g.,
bipolar and related disorders, depressive disorders, and anxiety disorders), and ends with
diagnoses relevant to adulthood and later life (e.g., neurocognitive disorders). A similar approach
has been taken, where possible, within each chapter. This organizational structure facilitates the
comprehensive use of life span information as a way to assist in diagnostic decision-making.
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Harmonization With ICD-11

The groups tasked with revising the DSM and ICD systems shared the overarching goal of
harmonizing the two classifications as much as possible, for the following reasons:

® The existence of two major classifications of mental disorders hinders the collection and use of national health statistics, the
design of clinical trials aimed at developing new treatments, and the consideration of global applicability of the results by

international regulatory agencies.

® More broadly, the existence of two classifications complicates attempts to replicate scientific results across national

boundaries.

®  Even when the intention was to identify identical patient populations, DSM-IV and ICD-10 diagnoses did not always agree.

As discussed earlier in this introduction, the effort to harmonize with ICD-11 was confined to
the largely successful harmonization of the organizational structure. Because of differences in
timing, complete harmonization of the DSM-5 diagnostic criteria with the ICD-11 disorder
definitions was not possible because the DSM-5 developmental effort was several years ahead of
the ICD-11 revision process. Consequently, the DSM-5 diagnostic criteria were finalized just as
the ICD-11 working groups were beginning to develop the ICD-11 clinical descriptions and
diagnostic guidelines. Some improvement in harmonization at the disorder level was still
achieved; many ICD-11 working group members had participated in the development of the
DSM-5 diagnostic criteria, and the ICD-11 working groups were instructed to review the DSM-5
criteria sets and to strive to make ICD-11 diagnostic guidelines as similar to DSM-5 as possible
unless there was a considered reason for them to differ. A review comparing DSM-5/ICD-11
differences with DSM-IV/ICD-10 differences found that ICD and DSM are now closer than at
any time since DSM-II and ICD-8 and that current differences are based largely on differing
priorities and uses of the two diagnostic systems and on differing interpretations of the evidence.

Although ICD-11 was officially endorsed for use by WHO member nations during the 72nd
World Health Assembly in May 2019 and officially came into effect on January 1, 2022, each
country chooses when to adopt ICD-11. There is currently no proposed timeline for
implementation of ICD-11 in the United States. Consequently, for the foreseeable future the



official coding system in the United States continues to be the International Classification of
Diseases, Tenth Revision, Clinical Modification (ICD-10-CM).

Key Conceptual Frameworks and Approaches

Definition of a Mental Disorder

Each disorder identified in Section II of the manual (excluding those in the chapters
“Medication-Induced Movement Disorders and Other Adverse Effects of Medication” and
“Other Conditions That May Be a Focus of Clinical Attention”) must meet the definition of a
mental disorder. Although no definition can capture all aspects of the range of disorders
contained in DSM-5, the following elements are required:
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A mental disorder is a syndrome characterized by clinically significant
disturbance in an individual's cognition, emotion regulation, or behavior that
reflects a dysfunction in the psychological, biological, or developmental
processes underlying mental functioning. Mental disorders are usually
associated with significant distress or disability in social, occupational, or
other important activities. An expectable or culturally approved response to a
common stressor or loss, such as the death of a loved one, is not a mental
disorder. Socially deviant behavior (e.g., political, religious, or sexual) and
conflicts that are primarily between the individual and society are not mental
disorders unless the deviance or conflict results from a dysfunction in the
individual, as described above.

The diagnosis of a mental disorder should have clinical utility: it should help clinicians to
determine prognosis, treatment plans, and potential treatment outcomes for their patients.
However, the diagnosis of a mental disorder is not equivalent to a need for treatment. Need for
treatment is a complex clinical decision that takes into consideration symptom severity, symptom
salience (e.g., the presence of suicidal thoughts), the individual’s distress (mental pain)
associated with the symptom(s), disability related to the individual’s symptoms, risks and
benefits of available treatments, and other factors (e.g., psychiatric symptoms complicating other
illness). Clinicians may thus encounter individuals whose symptoms do not meet full criteria for
a mental disorder but who demonstrate a clear need for treatment or care. The fact that some
individuals do not show all symptoms indicative of a diagnosis should not be used to justify
limiting their access to appropriate care.

It should be noted that the definition of mental disorder was developed for clinical, public
health, and research purposes. Additional information is usually required beyond that contained
in the DSM-5 diagnostic criteria in order to make legal judgments on such issues as criminal
responsibility, eligibility for disability compensation, and competency (see “Cautionary
Statement for Forensic Use of DSM-5" at the conclusion of Section I).



Categorical and Dimensional Approaches to Diagnosis

Structural problems rooted in the categorical design of DSM have emerged in both clinical
practice and research. Relevant evidence of such problems includes high rates of comorbidity
among disorders, symptom heterogeneity within disorders, and the substantial need for other
specified and unspecified diagnoses to classify the substantial number of clinical presentations
that do not meet criteria for any of the specific DSM disorders. Studies of both genetic and
environmental risk factors, whether based on twin designs, familial transmission, or molecular
analyses, have also raised questions about whether a categorical approach is the optimal way to
structure of the DSM system.

There is broad recognition that a too-rigid categorical system does not capture clinical
experience or important scientific observations. The results of numerous studies of comorbidity
and disease transmission in families, including twin studies and molecular genetic studies, make
strong arguments for what many astute clinicians have long observed: the boundaries between
many disorder “categories” are more fluid over the life course than has been recognized, and
many symptoms that make up the essential features of a particular disorder may occur, at varying
levels of severity, in many other disorders.

A dimensional approach classifies clinical presentations on the basis of quantification of
attributes rather than the assignment to categories and works best in describing phenomena that
are distributed continuously and that do not have clear boundaries. Although dimensional
systems increase reliability and communicate more clinical information
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(because they report clinical attributes that might be subthreshold in a categorical system),
they also have serious limitations, and thus far, they have been less useful than categorical
systems in clinical practice. Numerical dimensional descriptions are much less familiar and vivid
than are the category names of mental disorders. Moreover, as yet there is no agreement on the
choice of the optimal dimensions to be used for classification purposes. Nonetheless, with the
increasing research on, and familiarity with, dimensional systems and the establishment of
clinically meaningful cut points to guide treatment decisions, greater acceptance of dimensional
approaches both as a method of conveying clinical information and as a research tool is
eventually likely.

For reasons of both clinical utility and compatibility with the categorical ICD classification
required for coding, DSM-5 continues to be a primarily categorical classification with
dimensional elements that divides mental disorders into types based on criteria sets with defining
features. Despite the categorical framework, it is important to recognize that in DSM-5 there is
no assumption that each category of mental disorder is a completely discrete entity with absolute
boundaries dividing it from other mental disorders or from no mental disorder. There is also no
assumption that all individuals described as having the same mental disorder are alike in all
important ways. The clinician using DSM-5 should therefore consider that individuals sharing a
diagnosis are likely to be heterogeneous even in regard to the defining features of the diagnosis
and that boundary cases will be difficult to diagnose in any but a probabilistic fashion. This
outlook allows greater flexibility in the use of the system, encourages more specific attention to
boundary cases, and emphasizes the need to capture additional clinical information that goes



beyond diagnosis.

Cross-Cutting Symptom Measures

Given that psychiatric pathologies are not reliably discrete with sharp boundaries from one
another, clinicians need to shift their approach to assessment and look beyond the prototypical
presentations that neatly coincide with DSM categories. To assist with that transition, Section III,
“Emerging Measures and Models,” provides the DSM-5 Level 1 Cross-Cutting Symptom
Measure, developed to help clinicians assess all major areas of psychiatric functioning (e.g.,
mood, psychosis, cognition, personality, sleep) and more thoroughly uncover possible disorders,
atypical presentations, subsyndromal conditions, and coexistent pathologies. Just as the review of
systems performed in general medicine acts as an inventory designed to call attention to
symptoms or signs that otherwise could have been overlooked, the DSM-5 Level 1 Cross-Cutting
Symptom Measure acts as a review of mental systems, intended to aid clinicians in better
identifying latent disorders and symptoms in need of more detailed assessment (and potentially
in need of treatment). The DSM-5 Level 1 Cross-Cutting Symptom Measure is recommended as
an important component of the psychiatric evaluation of individuals presenting for psychiatric
care, with The American Psychiatric Association Practice Guidelines for the Psychiatric
Evaluation of Adults endorsing its use as a first step in identifying and addressing the
heterogeneity of symptoms across diagnostic categories. Self-, parent/guardian-, and child (age
11-17)-rated versions of the DSM-5 Level 1 Cross-Cutting Symptom Measure are available
online without charge for clinical use at www.psychiatry.org/dsm5.

Removal of the DSM-IV Multiaxial System

DSM-IV offered a multiaxial system of recording diagnoses that involved an assessment on
several axes, each of which referred to a different domain of information. DSM-5 has moved to a
nonaxial documentation of diagnosis. Disorders and conditions formerly listed on Axis I (clinical
disorders), Axis II (personality disorders and intellectual developmental disorders), and Axis III
(other medical conditions) are listed together without formal differentiation, typically in order of
clinical importance. Psychosocial and
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contextual factors (formerly listed on Axis IV) are listed along with the diagnoses and conditions
using Z codes in the chapter “Other Conditions That May Be a Focus of Clinical Attention.”
DSM-IV Axis V consisted of the Global Assessment of Functioning (GAF) scale, representing
the clinician's judgment of the individual’s overall level of “functioning on a hypothetical
continuum of mental health—illness.” This scale has been replaced by the WHO Disability
Assessment Schedule (WHODAS), which is included in Section III of DSM-5 (see the chapter
“Assessment Measures”). The WHODAS is based on the International Classification of
Functioning, Disability and Health (ICF) for use across all of medicine and health care.

Cultural and Social Structural Issues
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Mental disorders are defined and recognized by clinicians and others in the context of local
sociocultural and community norms and values. Cultural contexts shape the experience and
expression of the symptoms, signs, behaviors, and thresholds of severity that constitute criteria
for diagnosis. Sociocultural contexts also shape aspects of identity (such as ethnicity or race) that
confer specific social positions and differentially expose individuals to social determinants of
health, including mental health. These cultural elements are transmitted, revised, and recreated
within families, communities, and other social systems and institutions and change over time.
Diagnostic assessment should include how an individual’s experiences, symptoms, and behaviors
differ from relevant sociocultural norms and lead to difficulties in adaptation in his or her current
life context. Clinicians should also take into account how individuals’ clinical presentations are
influenced by their position within social structures and hierarchies that shape exposure to
adversity and access to resources. Key aspects of sociocultural context relevant to diagnostic
classification and assessment have been carefully considered in the development of DSM-5-TR.

Impact of Cultural Norms and Practices

The boundaries between normality and pathology vary across cultural contexts for specific types
of behaviors. Thresholds of tolerance for specific symptoms or behaviors differ across cultural
contexts, social settings, and families. Hence, the level at which an experience becomes
problematic or is perceived as pathological will differ. The judgment that a given behavior,
experience, or concern requires clinical attention depends on cultural norms that are internalized
by the individual and applied by others around him or her, including family members and
clinicians. To accurately assess potential signs and symptoms of psychopathology, clinicians
should routinely consider the impact of cultural meanings, identities, and practices on the causes
and course of illness, for example, through any of the following factors: levels of vulnerability
and the mechanisms of specific disorders (e.g., by amplifying fears that maintain panic disorder
or health anxiety); social stigma and support generated by family and community responses to
mental illness; coping strategies that enhance resilience in response to illness or help-seeking
pathways to access health care of various types, including alternative and complementary
treatments; and acceptance or rejection of a diagnosis and adherence to treatments, affecting the
course of illness and recovery. Cultural contexts also affect the conduct of the clinical encounter,
including the diagnostic interview. Cultural differences between the clinician/members of the
treatment team and the individual have implications for the accuracy and acceptance of
diagnosis, as well as for treatment decisions, prognostic considerations, and clinical outcomes.

Cultural Concepts of Distress

Historically, the construct of the culture-bound syndrome was a focus of work on descriptive
phenomenology in cultural psychiatry and psychology. Since DSM-5, this construct has been
replaced by three concepts that offer greater clinical utility:
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Cultural idiom of distress refers to a behavior or linguistic term, phrase, or way of talking
about symptoms, problems, or suffering among individuals with similar cultural backgrounds
to express or communicate essential features of distress (e.g., stating, “I feel so depressed” to
express low mood or discouragement that does not meet the threshold for major depressive



disorder). An idiom of distress need not be associated with specific symptoms, syndromes, or
perceived causes. It may be used to convey a wide range of discomfort, including everyday
concerns, subclinical conditions, or suffering due to social circumstances rather than mental
disorders. For example, most cultural groups have common bodily idioms of distress used to
express a wide range of suffering and concerns.

). Cultural explanation or perceived cause refers to a label, attribution, or feature of an
explanatory model that provides a culturally coherent concept of etiology or cause for
symptoms, illness, or distress (e.g., the attribution of psychopathology to “stress,” spirits, or
failure to follow culturally prescribed practices). Causal explanations may be salient features
of local classifications of disease used by laypersons or healers.

3. Cultural syndrome refers to a cluster or group of co-occurring, distinctive symptoms found in
specific cultural groups, communities, or contexts (e.g., ataque de nervios [attack of nerves]).
The syndrome may or may not be recognized as an illness in the local cultural context (i.e., it
might be labeled in nonmedical ways), but such cultural patterns of distress and features of
illness may nevertheless be recognizable by an outside observer.

These three concepts (for which discussion and examples are provided in the Section III
chapter “Culture and Psychiatric Diagnosis”) suggest cultural ways of understanding and
describing experiences of distress or illness that can be elicited in the clinical encounter. They
influence symptomatology, help-seeking, clinical presentations, expectations of treatment, illness
adaptation, and treatment response. The same cultural term often serves more than one of these
functions, and usage can change over time. For example, “depression” names a syndrome but has
also become a common idiom of distress.

Impact of Racism and Discrimination on Psychiatric Diagnosis

Clinical work and research in psychiatry are deeply affected by social and cultural constructions
of race and ethnicity. Race is a social, not a biological, construct. It is used to divide people into
groups based on superficial physical traits such as skin color. Although there is no biological
basis for the construct of race, discriminatory practices based on race have profound effects on
physical and mental health.

The social process by which specific categories of identity are constructed on the basis of
racial ideologies and practices is termed racialization. Racialized identities are important
because they are strongly associated with systems of discrimination, marginalization, and social
exclusion. Other aspects of identity, including ethnicity, gender, language, religion, and sexual
orientation, may also be the focus of bias or stereotyping that can affect the process of diagnostic
assessment.

Racism exists at personal, interpersonal, systemic/institutional, and social structural levels.
At the personal level, racism gives rise to internalized stereotypes and experiences of threat,
devaluation, neglect, and injustice that affect individuals’ health and well-being. At the
interpersonal level, racism includes not only explicit behaviors but also microaggressions, which
are everyday slights and offenses that communicate negative attitudes toward specific
stigmatized groups, with stress-inducing and traumatizing consequences. Systemic/institutional
racism refers to the ways that discrimination is embedded in everyday practices of institutions or
organizations, including health care and psychiatry. Systemic racism may not be expressed in
overt racial ideologies but may be maintained by
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implicit and unintentional biases, habits, routines, and practices that result in misrecognition
and inequity. As a result, individuals can participate in and inadvertently contribute to systemic
racism without consciously endorsing racist ideas. The concept of social structural racism
emphasizes the ways that racism and discrimination are manifested in the organization and
norms of society and public policy with pervasive inequities in economic resources, power, and
privilege that impact exposure to health risk and access to health care. The structural violence
and oppression of racism have physical, psychological, and social consequences, including
negative effects on mental health.

Racism is an important social determinant of health that contributes to a wide variety of
adverse health outcomes, including hypertension, suicidal behavior, and posttraumatic stress
disorder and can predispose individuals to substance use, mood disorders, and psychosis.
Negative racial stereotypes and attitudes affect the psychological development and well-being of
racialized groups. Other adverse consequences of discrimination include unequal access to care
and clinician bias in diagnosis and treatment; for example, misdiagnosis of schizophrenia among
African Americans presenting with mood disorders and other conditions, more coercive
pathways to care, less time in outpatient treatment, and more frequent use of physical restraints
and suboptimal treatments. Clinicians should make active efforts to recognize and address all
forms of racism, bias, and stereotyping in clinical assessment, diagnosis, and treatment.

Attention to Culture, Racism, and Discrimination in DSM-5-TR

During the DSM-5-TR review process, steps have been taken to address the impact of culture,
racism, and discrimination on psychiatric diagnosis in the text of the disorder chapters. A Cross-
Cutting Review Committee on Cultural Issues, composed of 19 U.S.-based and international
experts in cultural psychiatry, psychology, and anthropology, reviewed the texts for cultural
influences on disorder characteristics, incorporating relevant information in the sections on
culture-related diagnostic issues. A separate Ethnoracial Equity and Inclusion Work Group,
composed of 10 mental health practitioners from diverse ethnic and racialized backgrounds with
expertise in disparity-reduction practices, reviewed references to race, ethnicity, and related
concepts to avoid perpetuating stereotypes or including discriminatory clinical information.

DSM-5-TR is committed to the use of language that challenges the view that races are
discrete and natural entities. The text uses terminology such as racialized instead of racial to
highlight the socially constructed nature of race. When the term ethnoracial is used in the text, it
denotes the U.S. Census categories, such as Hispanic, White, or African American, that combine
ethnic and racialized identifiers. The emerging term Latinx (singular and plural) is used in place
of Latino/a to promote gender-inclusive terminology. The term Caucasian is not used because it
is based on obsolete and erroneous views about the geographic origin of a prototypical pan-
European ethnicity. The terms minority and non-White are avoided because they describe social
groups in relation to a racialized “majority,” a practice that tends to perpetuate social hierarchies.
When necessary for clarity in reporting epidemiological or other information based on specific
studies, however, the text uses the group labels from the relevant studies. The term culture is
used not to refer to a discrete social group (e.g., “prevalence differs across cultures”) but rather to
indicate the heterogeneity of cultural views and practices within societies; the terms cultural
contexts or cultural backgrounds are preferred instead.



The sections on prevalence for each disorder were reviewed to ensure that findings are
presented with clear reference to the geographic areas or social groups included in data collection
(e.g., “in the U.S. general population™); this avoids overgeneralizing the findings to communities
not yet studied. Prevalence data on specific ethnoracial groups were included when existing
research documented reliable estimates based on representative
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samples. The work group was concerned that data from nonrepresentative samples may be
misleading. This explains the limited inclusion of data on certain ethnoracial groups, notably
Native Americans. There is an urgent need for research on this and other important groups.
Prevalence estimates also depend on the absence of assessment bias; the text indicates when
more research is needed to ensure the accuracy of available data. Users are encouraged to read
the sections on culture-related diagnostic issues to contextualize the sections on prevalence.

Sex and Gender Differences

Sex and gender differences as they relate to the causes and expression of medical conditions are
established for a number of diseases, including a growing number of mental disorders. Sex refers
to factors attributable to an individual’s reproductive organs and XX or XY chromosomal
complement. Gender is a result of reproductive organs as well as an individual’s self-
representation and includes the psychological, behavioral, and social consequences of the
individual’s perceived gender. Much of the information on the expression of psychiatric illness
in women and men is based on self-identified gender, and thus we commonly use gender
differences or “women and men” or “boys and girls” in DSM-5-TR. However, if information is
available and pertinent to “sex”—for example, sex differences in metabolism of substances, or
life stages restricted to only one sex, such as pregnancy or menopause—we use the term sex
differences or “male and female.”

Sex and gender can influence illness in a variety of ways. First, sex may exclusively
determine whether an individual is at risk for a disorder (e.g., as in premenstrual dysphoric
disorder). Second, sex or gender may moderate the overall risk for development of a disorder as
shown by marked differences in the prevalence and incidence rates for selected mental disorders
in men and women. Third, sex or gender may influence the likelihood that particular symptoms
of a disorder are experienced by an individual. For example, ADHD may manifest differently in
boys and girls. Sex or gender may also have other effects on the experience of a disorder that are
indirectly relevant to psychiatric diagnosis. For example, certain symptoms may be more readily
endorsed by men or women, and this endorsement contributes to differences in service provision
(e.g., women may be more likely to recognize a depressive, bipolar, or anxiety disorder and
endorse a more comprehensive list of symptoms than do men).

Reproductive life cycle events, including variations in ovarian hormones during the
menstrual cycle, pregnancy, or menopause, may contribute to sex differences in risk and
expression of illness. Thus, the specifier “with peripartum onset” that can apply to brief
psychotic disorder or to a manic, hypomanic, or major depressive episode denotes a time frame
wherein women may be at increased risk for the onset of an illness episode. In the case of sleep
and energy, postpartum alterations are often normative and thus may have lower diagnostic



reliability in postpartum women.

The manual is configured to include information on sex and gender at multiple levels. If there
are gender-specific symptoms, they have been added to the diagnostic criteria. A sex-related
specifier, such as “with peripartum onset” of a mood episode, provides additional information on
sex and diagnosis. Prevalence estimates based on sex and gender are included in the
“Prevalence” section of each disorder text. Finally, other issues that are pertinent to diagnosis
and influenced by sex and/or gender considerations can be found in the section “Sex- and
Gender-Related Diagnostic Issues” in the text for relevant disorders.

Association With Suicidal Thoughts or Behavior

DSM-5-TR contains a new text section for each diagnosis, “Association With Suicidal Thoughts
or Behavior,” when such information is available in the literature. The information included is
generally based on studies demonstrating associations of suicidal thoughts
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or behavior with a given diagnosis. Within groups of individuals with the same diagnosis, a wide
range of relevant psychopathology could have an impact on suicide risk, ranging from none to
severe. Therefore, in the assessment of a specific individual’s suicide risk, clinicians should use
clinical judgment informed by known risk factors and not rely solely on the presence of a
diagnosis that has been associated with suicidal thoughts or behavior. The information in these
sections should serve as an alert to clinicians that further inquiry may be indicated for an
individual with a particular diagnosis. Clinical risk assessment requires an individualized
assessment encompassing many factors and goes well beyond the formulation of a DSM-5
diagnosis and the scope of this manual.

Additional Resources and Future Directions

Conditions for Further Study

Described in Section III, “Conditions for Further Study,” are those proposed conditions for
which sufficient scientific evidence is not yet available to support widespread clinical use. These
proposed criteria and supporting text are included to highlight conditions that could benefit from
further research.

Assessment and Monitoring Tools: Now and Looking to the
Future

The various components of DSM-5 are provided to facilitate clinical assessment and to aid in
developing a comprehensive case formulation (see “Use of the Manual”) and identification of
characteristics that can influence the prognosis of any diagnosed mental disorders. Whereas the
diagnostic criteria in Section II are well established and have undergone extensive review, the



assessment tools, Cultural Formulation Interview, and conditions for further study included in
Section IIl are those for which additional scientific evidence may be needed to support
widespread clinical use. These diagnostic aids and proposed criteria are included to highlight the
evolution and direction of scientific advances in these areas and to stimulate further research.

Each of the measures in Section III, “Assessment Measures,” is provided to aid in a
comprehensive assessment of individuals that will contribute to a diagnosis and treatment plan
tailored to the individual presentation and clinical context. Cross-cutting symptom and diagnosis-
specific severity measures provide quantitative ratings of important clinical areas that are
designed to be used at the initial evaluation to establish a baseline for comparison with ratings on
subsequent encounters to monitor changes and inform treatment planning. Where cultural
dynamics are particularly important for diagnostic assessment, the Cultural Formulation
Interview (located in the Section III chapter “Culture and Psychiatric Diagnosis™) should be
considered as a useful aid to communicate with the individual. All of these measures are
available online at: www.psychiatry.org/dsmb5.

The organizational structure of DSM-5, its use of dimensional measures, and its
compatibility with ICD codes will allow it to be readily adaptable to future scientific discoveries
and refinements that enhance its clinical utility.


http://www.psychiatry.org/dsm5
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Use of the Manual

This text is designed to provide a practical guide to using DSM-5, particularly in clinical
practice.

Approach to Clinical Case Formulation

The primary purpose of DSM-5 is to assist trained clinicians in the diagnosis of mental disorders
as part of a case formulation assessment that leads to an informed treatment plan for each
individual. The case formulation for any given individual should involve a careful clinical
history and concise summary of the social, psychological, and biological factors that may have
contributed to developing a given mental disorder. It is not sufficient to simply check off the
symptoms in the diagnostic criteria to make a mental disorder diagnosis. A thorough evaluation
of these criteria may assure more reliable assessment (which may be aided by the use of
dimensional symptom severity assessment tools); the relative severity and salience of an
individual’s signs and symptoms and their contribution to a diagnosis will ultimately require
clinical judgment. Diagnosis requires clinical training to recognize when the combination of
predisposing, precipitating, perpetuating, and protective factors has resulted in a
psychopathological condition in which the signs and symptoms exceed normal ranges. The
ultimate goal of a clinical case formulation is to use the available contextual and diagnostic
information in developing a comprehensive treatment plan that is informed by the individual’s
cultural and social context. However, recommendations for the selection and use of the most
appropriate evidence-based treatment options for each disorder are beyond the scope of this
manual.

Elements of a Diagnosis

Diagnostic criteria are offered as guidelines for making diagnoses, and their use should be
informed by clinical judgment. Text descriptions, including introductory sections of each
diagnostic chapter, can help support diagnosis (e.g., describing the criteria more fully under
“Diagnostic Features”; providing differential diagnoses).

Following the assessment of diagnostic criteria, clinicians should consider the application of
disorder subtypes and/or specifiers as appropriate. Most specifiers are only applicable to the
current presentation and may change over the course of the disorder (e.g., with good to fair
insight; predominantly inattentive presentation; in a controlled environment) and can be given
only if full criteria for the disorder are currently met. Other specifiers are indicative of the
lifetime course (e.g., with seasonal pattern, bipolar type in schizoaffective disorder) and can be
assigned regardless of current status.



When the symptom presentation does not meet full criteria for any disorder and the
symptoms cause clinically significant distress or impairment in social, occupational, or other
important areas of functioning, the “other specified” or “unspecified” category corresponding to
the predominant symptoms should be considered.
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Subtypes and Specifiers

Subtypes and specifiers are provided for increased diagnostic specificity. Subtypes define
mutually exclusive and jointly exhaustive phenomenological subgroupings within a diagnosis
and are indicated by the instruction “Specify whether” in the criteria set (e.g., in anorexia
nervosa, Specify whether restricting type or binge-eating/purging type). In contrast, specifiers are
not intended to be mutually exclusive or jointly exhaustive, and as a consequence, more than one
specifier may be applied to a given diagnosis. Specifiers (as opposed to subtypes) are indicated
by the instruction “Specify” or “Specify if” in the criteria set (e.g., in social anxiety disorder,
“Specify if: performance only”). Specifiers and subtypes provide an opportunity to define a more
homogeneous subgrouping of individuals with the disorder who share certain features (e.g.,
major depressive disorder, with mixed features) and to convey information that is relevant to the
management of the individual’s disorder, such as the “with other medical comorbidity” specifier
in sleep-wake disorders. Although the fifth character within an ICD-10-CM code is sometimes
designated to indicate a particular subtype or specifier (e.g., “0” in the fifth character in the
F02.80 diagnostic code for major neurocognitive disorder due to Alzheimer’s disease, to indicate
the absence of a behavioral disturbance versus a “1” in the fifth character of the F02.81
diagnostic code for major neurocognitive disorder due to Alzheimer’s disease to indicate the
presence of a behavioral disturbance), the majority of subtypes and specifiers included in DSM-
5-TR are not reflected in the ICD-10-CM code and are indicated instead by recording the
subtype or specifier after the name of the disorder (e.g., social anxiety disorder, performance

type).
Use of Other Specified and Unspecified Mental Disorders

Although decades of scientific effort have gone into developing the diagnostic criteria sets for
the disorders included in Section II, it is well recognized that this set of categorical diagnoses
does not fully describe the full range of mental disorders that individuals experience and present
to clinicians on a daily basis throughout the world. Hence, it is also necessary to include “other
specified” or “unspecified” disorder options for presentations that do not fit exactly into the
diagnostic boundaries of disorders in each chapter. Moreover, there are settings (e.g., emergency
department) where it may only be possible to identify the most prominent symptom expressions
associated with a particular chapter (e.g., delusions, hallucinations, mania, depression, anxiety,
substance intoxication, neurocognitive symptoms). In such cases, it may be most appropriate to
assign the corresponding “unspecified” disorder as a placeholder until a more complete
differential diagnosis is possible.

DSM-5 provides two diagnostic options for presentations that do not meet the diagnostic
criteria for any of the specific DSM-5 disorders: other specified disorder and unspecified
disorder. The other specified category is provided to allow the clinician to communicate the



specific reason that the presentation does not meet the criteria for any specific category within a
diagnostic class. This is done by recording the name of the category, followed by the specific
reason. For example, with an individual with persistent hallucinations occurring in the absence of
any other psychotic symptoms (a presentation that does not meet criteria for any of the specific
disorders in the chapter “Schizophrenia Spectrum and Other Psychotic Disorders”), the clinician
would record “other specified schizophrenia spectrum and other psychotic disorder, with
persistent auditory hallucinations.” If the clinician chooses not to specify the reason that the
criteria are not met for a specific disorder, then “unspecified schizophrenia spectrum and other
psychotic disorder” would be diagnosed. Note that the differentiation between other specified
and unspecified disorders is based on the clinician’s choice to indicate or not the reasons why the
presentation does not meet full criteria, providing maximum flexibility for diagnosis. When the
clinician determines that there is enough available clinical information to specify the nature of
the
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presentation, the “other specified” diagnosis can be given. In those cases where the clinician
is not able to further specify the clinical presentation (e.g., in emergency room settings), the
“unspecified” diagnosis can be given. This is entirely a matter of clinical judgment.

It is a long-standing DSM convention for conditions included in the “Conditions for Further
Study” chapter in Section III to be listed as examples of presentations that can be specified using
the “other specified” designation. The inclusion of these conditions for further study as examples
does not represent endorsement by the American Psychiatric Association that these are valid
diagnostic categories.

Use of Clinical Judgment

DSM-5 is a classification of mental disorders that was developed for use in clinical, educational,
and research settings. The diagnostic categories, criteria, and textual descriptions are meant to be
employed by individuals with appropriate clinical training and experience in diagnosis. It is
important that DSM-5 not be applied mechanically by individuals without clinical training. The
specific diagnostic criteria included in DSM-5 are meant to serve as guidelines to be informed by
clinical judgment and are not meant to be used in a rigid cookbook fashion. For example, the
exercise of clinical judgment may justify giving a certain diagnosis to an individual even though
the clinical presentation falls just short of meeting the full criteria for the diagnosis as long as the
symptoms that are present are persistent and severe. On the other hand, lack of familiarity with
DSM-5 or excessively flexible and idiosyncratic application of DSM-5 criteria substantially
reduces its utility as a common language for communication.

Clinical Significance Criterion

In the absence of clear biological markers or clinically useful measurements of severity for many
mental disorders, it has not been possible to completely separate normal from pathological
symptom expressions contained in diagnostic criteria. This gap in information is particularly
problematic in clinical situations in which the individual’s symptom presentation by itself
(particularly in mild forms) is not inherently pathological and may be encountered in those for



whom a diagnosis of “mental disorder” would be inappropriate. Therefore, a generic diagnostic
criterion requiring distress or disability has been used to establish disorder thresholds, usually
worded “the disturbance causes clinically significant distress or impairment in social,
occupational, or other important areas of functioning.” Assessing whether this criterion is met,
especially in terms of role function, is an inherently difficult clinical judgment. The text
following the definition of a mental disorder acknowledges that this criterion may be especially
helpful in determining an individual’s need for treatment. Use of information from the individual
as well as from family members and other third parties via interview or self- or informant-
reported assessments regarding the individual’s performance is often necessary.

Coding and Recording Procedures

The official coding system in use in the United States since October 1, 2015, is the International
Classification of Diseases, Tenth Revision, Clinical Modification (ICD-10-CM), a version of the
World Health Organization’s ICD-10 that has been modified for clinical use by the Centers for
Disease Control and Prevention’s National Center for Health Statistics (NCHS) and provides the
only permissible diagnostic codes for mental disorders for clinical use in the United States. Most
DSM-5 disorders have an alphanumeric ICD-10-CM code that appears preceding the name of the
disorder (or coded subtype or specifier) in the DSM-5-TR Classification and in the
accompanying criteria set for each disorder. For some diagnoses (e.g., neurocognitive disorders,
substance/medication-induced disorders), the appropriate code depends on further specification
and is listed within the criteria set for the
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disorder with a coding note, and in some cases is further clarified in the text section “Recording
Procedures.” The names of some disorders are followed by alternative terms enclosed in
parentheses.

The use of diagnostic codes is fundamental to medical record keeping. Diagnostic coding
facilitates data collection and retrieval and compilation of statistical information. Codes also are
often required to report diagnostic data to interested third parties, including governmental
agencies, private insurers, and the World Health Organization. For example, in the United States,
the use of ICD-10-CM codes for disorders in DSM-5-TR has been mandated by the Health Care
Financing Administration for purposes of reimbursement under the Medicare system.

Principal Diagnosis/Reason for Visit

The general convention in DSM-5 is to allow multiple diagnoses to be assigned for those
presentations that meet criteria for more than one DSM-5 disorder. When more than one
diagnosis is given in an inpatient setting, the principal diagnosis is the condition established after
study to be chiefly responsible for occasioning the admission of the individual. When more than
one diagnosis is given for an individual in an outpatient setting, the reason for visit is the
condition that is chiefly responsible for the ambulatory medical services received during the
visit. In most cases, the principal diagnosis or the reason for visit is also the main focus of
attention or treatment. It is often difficult (and somewhat arbitrary) to determine which diagnosis
is the principal diagnosis or the reason for visit. For example, it may be unclear which diagnosis



should be considered “principal” for an individual hospitalized with both schizophrenia and
alcohol use disorder, because each condition may have contributed equally to the need for
admission and treatment. The principal diagnosis is indicated by listing it first, and the remaining
disorders are listed in order of focus of attention and treatment. When the principal diagnosis or
reason for visit is a mental disorder due to another medical condition (e.g., major neurocognitive
disorder due to Alzheimer’s disease, psychotic disorder due to malignant lung neoplasm), ICD
coding rules require that the etiological medical condition be listed first. In that case, the
principal diagnosis or reason for visit would be the mental disorder due to the medical condition,
the second listed diagnosis. For maximum clarity, the disorder listed as the principal diagnosis or
the reason for visit can be followed by the qualifying phrase “(principal diagnosis)” or “(reason
for visit).”

Provisional Diagnosis

The modifier “provisional” can be used when there is currently insufficient information to
indicate that the diagnostic criteria are met, but there is a strong presumption that the information
will become available to allow that determination. The clinician can indicate the diagnostic
uncertainty by recording “(provisional)” following the diagnosis. For example, this modifier
might be used when an individual who appears to have a presentation consistent with a diagnosis
of current major depressive disorder is unable to give an adequate history, but it is expected that
such information will become available after interviewing an informant or reviewing medical
records. Once that information becomes available and confirms that the diagnostic criteria were
met, the modifier “(provisional)” would be removed. Another use of “provisional” is for those
situations in which differential diagnosis depends exclusively on whether the duration of illness
does not exceed an upper limit as required by the diagnostic criteria. For example, a diagnosis of
schizophreniform disorder requires a duration of at least 1 month but less than 6 months. If an
individual currently has symptoms consistent with a diagnosis of schizophreniform disorder
except that the ultimate duration is unknown because the symptoms are still ongoing, the
modifier “(provisional)” would be applied and then removed if the symptoms remit within a
period of 6 months. If they do not remit, the diagnosis would be changed to schizophrenia.
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Notes About Terminology

Substance/Medication-Induced Mental Disorder

The term “substance/medication-induced mental disorder” refers to symptomatic presentations
that are due to the physiological effects of an exogenous substance on the central nervous
system, including symptoms that develop during withdrawal from an exogenous substance that is
capable of causing physiological dependence. Such exogenous substances include typical
intoxicants (e.g., alcohol, inhalants, hallucinogens, cocaine), psychotropic medications (e.g.,
stimulants; sedatives, hypnotics, anxiolytics), other medications (e.g., steroids), and
environmental toxins (e.g., organophosphate insecticides). Editions of DSM from DSM-III to
DSM-IV referred to these as “substance-induced mental disorders.” To emphasize that
medications and not just substances of abuse can cause psychiatric symptoms, the term was



changed to “substance/medication-induced” in DSM-5.

Independent Mental Disorders

Historically, mental disorders were divided into those that were termed “organic” (caused by
physical factors) versus those that were “nonorganic” (purely of the mind; also referred to as
“functional” or “psychogenic”), terms that were included in DSM up through DSM-III-R.
Because these dichotomies misleadingly implied that the nonorganic disorders have no
biological basis and that mental disorders have no physical basis, DSM-IV updated this
terminology as follows: 1) the terms “organic” and “nonorganic” were eliminated from DSM-1V;
2) the disorders formerly called “organic” were divided into those due to the direct physiological
effects of a substance (substance-induced) and those due to the direct physiological effects of a
medical condition on the central nervous system; and 3) the term “nonorganic mental disorders”
(i.e., those disorders not due to either substances or medical conditions) was replaced by
“primary mental disorder.” In DSM-5, this terminology was further refined, replacing “primary”
with “independent” (e.g., Criterion C in substance/medication-induced anxiety disorder starts
with “the disturbance is not better accounted for by an anxiety disorder that is not substance-
induced. Evidence of an independent anxiety disorder could include...” [italics added for
reference]). This was done to reduce the potential for confusion given that the term “primary”
has historically had other meanings (e.g., it is sometimes used to indicate which disorder among
several comorbid disorders was the first to occur). The use of “independent mental disorder”
should not be construed to mean that the disorder is independent of other potential causal factors
such as psychosocial or other environmental stressors.

Other Medical Conditions

Another dichotomy adopted by prior editions of DSM that reflected mind-body dualism was the
division of disorders into “mental disorders” and “physical disorders.” In conjunction with the
elimination of organic/nonorganic terminology, DSM-IV replaced the “mental disorder” versus
“physical disorder” dichotomy with a “mental disorder” vs. “general medical condition”
dichotomy, based on chapter location within the International Classification of Diseases (ICD).
Medical conditions in ICD have been divided into 17 chapters based on a variety of factors,
which include etiology (e.g., Neoplasms [Chapter 2]), anatomical location (e.g., Diseases of the
ear and mastoid process [Chapter 8]), body system (e.g., Diseases of the circulatory system
[Chapter 9]), and context (e.g., Pregnancy, childbirth and the puerperium [Chapter 15]). In the
ICD framework, mental disorders are those located in Chapter 5, and general medical conditions
are those located within the other 16 chapters. Because of concerns that the term “general
medical condition” could be conflated with general practice, DSM-5 uses the term “another
medical condition” to emphasize the fact that mental disorders are medical conditions and that
mental disorders can be precipitated by other medical conditions. It is important to recognize that
“mental
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disorder” and “another medical condition” are merely terms of convenience and should not be
taken to imply that there is any fundamental distinction between mental disorders and other
medical conditions, that mental disorders are unrelated to physical or biological factors or



processes, or that other medical conditions are unrelated to behavioral or psychosocial factors or
processes.

Types of Information in the DSM-5-TR Text

The DSM-5-TR text provides contextual information to aid in diagnostic decision-making. The
text appears immediately following the diagnostic criteria for each disorder and systematically
describes the disorder under the following headings: Recording Procedures, Subtypes, Specifiers,
Diagnostic Features, Associated Features, Prevalence, Development and Course, Risk and
Prognostic Factors, Culture-Related Diagnostic Issues, Sex- and Gender-Related Diagnostic
Issues, Diagnostic Markers, Association With Suicidal Thoughts or Behavior, Functional
Consequences, Differential Diagnosis, and Comorbidity. In general, when limited information is
available for a section, that section is not included.

Recording Procedures provides guidelines for reporting the name of the disorder and for
selecting and recording the appropriate ICD-10-CM diagnostic code. It also includes
instructions for applying any appropriate subtypes and/or specifiers.

Subtypes and/or Specifiers provide brief descriptions of applicable subtypes and/or
specifiers.

Diagnostic Features provides descriptive text illustrating the use of the criteria and includes
key points on their interpretation. For example, within the diagnostic features for
schizophrenia, it is explained that some symptoms that may appear to be negative symptoms
could instead be attributable to medication side effects.

Associated Features includes clinical features that are not represented in the criteria but
occur significantly more often in individuals with the disorder than those without the
disorder. For example, individuals with generalized anxiety disorder may also experience
somatic symptoms that are not contained within the disorder criteria.

Prevalence describes rates of the disorder in the community, most often described as 12-
month prevalence, although for some disorders point prevalence is noted. Prevalence
estimates are also provided by age group and by ethnoracial/cultural group when possible.
Sex ratio (prevalence in men vs. women) is also provided in this section. When international
data are available, geographic variance in prevalence rates is described. For some disorders,
especially those for which there are limited data on rates in the community, prevalence in
relevant clinical samples is noted.

Development and Course describes the typical lifetime patterns of presentation and
evolution of the disorder. It notes the typical age at onset and whether the presentation may
have prodromal/insidious features or may manifest abruptly. Other descriptions may include
an episodic versus persistent course as well as a single episode versus a recurrent episodic
course. Descriptors in this section may address duration of symptoms or episodes as well as
progression of severity and associated functional impact. The general trend of the disorder
over time (e.g., stable, worsening, improving) is described here. Variations that may be
noted include features related to developmental stage (e.g., infancy, childhood, adolescence,
adulthood, late life).

Risk and Prognostic Factors includes a discussion of factors thought to contribute to the



development of a disorder. It is divided into subsections addressing temperamental factors
(e.g., personality features); environmental factors (e.g., head trauma, emotional trauma,
exposure to toxic substances, substance use); and genetic and physiological factors
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(e.g., APOE4 for dementia, other known familial genetic risks); this subsection may address
familial patterns (traditional) as well as genetic and epigenetic factors. An additional
subsection for course modifiers includes factors that may incur a deleterious course, and
conversely factors that may have ameliorative or protective effects.

Culture-Related Diagnostic Issues includes information on variations in symptom
expression, attributions for disorder causes or precipitants, factors associated with
differential prevalence across demographic groups, cultural norms that may affect level of
perceived pathology, risk of misdiagnosis when evaluating individuals from socially
oppressed ethnoracial groups, and other material relevant to culturally informed diagnosis.
Prevalence rates in specific cultural/ethnic groups are located in the Prevalence section.

Sex- and Gender-Related Diagnostic Issues includes correlates of the diagnosis that are
related to sex or gender, predominance of symptoms or the diagnosis by sex or gender, and
any other sex- and gender-related diagnostic implications of the diagnosis, such as
differences in the clinical course by sex or gender. Prevalence rates by gender are located in
the Prevalence section.

Diagnostic Markers addresses objective measures that have established diagnostic value.
These may include physical examination findings (e.g., signs of malnutrition in
avoidant/restrictive food intake disorder), laboratory findings (e.g., low CSF hypocretin-1
levels in narcolepsy), or imaging findings (e.g., regionally hypometabolic FDG PET imaging
for neurocognitive disorder due to Alzheimer’s disease).

Association With Suicidal Thoughts or Behavior provides information about disorder-
specific prevalence of suicidal thoughts or behavior, as well as risk factors for suicide that
may be associated with the disorder.

Functional Consequences discusses notable functional consequences associated with a
disorder that are likely to have an impact on the daily lives of affected individuals; these
consequences may affect the ability to engage in tasks related to education, work, and
maintaining independent living. These may vary according to age and across the life span.

Differential Diagnosis discusses how to differentiate the disorder from other disorders that
have some similar presenting characteristics.

Comorbidity includes descriptions of mental disorders and other medical conditions (i.e.,
conditions classified outside of the Mental and Behavioral disorders chapter in ICD-10-CM),
likely to co-occur with the diagnosis.

Other Conditions and Disorders in Section Il

In addition to providing diagnostic criteria and text for DSM-5 mental disorders, Section II also
includes two chapters for other conditions that are not mental disorders but may be encountered



by mental health clinicians. These conditions may be listed as a reason for a clinical visit in
addition to, or in place of, the mental disorders in Section II. The chapter “Medication-Induced
Disorders and Other Adverse Effects of Medication” includes medication-induced
parkinsonism, neuroleptic malignant syndrome, medication-induced acute dystonia, medication-
induced acute akathisia, tardive dyskinesia, tardive dystonia/tardive akathisia, medication-
induced postural tremor, antidepressant discontinuation syndrome, and other adverse effect of
medication. These conditions are included in Section II because of their frequent importance in
1) the management by medication of mental disorders or other medical conditions, and 2) the
differential diagnosis with mental disorders (e.g., anxiety disorder vs. medication-induced acute
akathisia).

28

The chapter “Other Conditions That May Be a Focus of Clinical Attention” includes
conditions and psychosocial or environmental problems that are not considered to be mental
disorders but otherwise affect the diagnosis, course, prognosis, or treatment of an individual’s
mental disorder. These conditions are presented with their corresponding codes from ICD-10-
CM (usually Z codes). A condition or problem in this chapter may be coded with or without an
accompanying mental disorder diagnosis 1) if it is a reason for the current visit; 2) if it helps to
explain the need for a test, procedure, or treatment; 3) if it plays a role in the initiation or
exacerbation of a mental disorder; or 4) if it constitutes a problem that should be considered in
the overall management plan. These include suicidal behavior and nonsuicidal self-injury; abuse
and neglect; relational problems (e.g., Relationship Distress With Spouse or Intimate Partner);
educational, occupational, housing, and economic problems; problems related to the social
environment, interaction with the legal system, and other psychosocial, personal, and
environmental circumstances (e.g., problems related to unwanted pregnancy, being a victim of
crime or terrorism); problems related to access to medical and other health care; circumstances of
personal history (e.g., Personal History of Psychological Trauma); other health service
encounters for counseling and medical advice (e.g., sex counseling); and additional conditions or
problems that may be a focus of clinical attention (e.g., wandering associated with a mental
disorder, uncomplicated bereavement, phase of life problem).

Online Enhancements

DSM-5-TR is available in online subscriptions at PsychiatryOnline.org, as well as an e-book that
reflects the print edition. The online version provides a complete set of supporting in-text
citations and references not available in print or e-book; it is also updated periodically to reflect
any changes resulting from the DSM-5 iterative revision process, described in the Introduction.
DSM-5 will be retained online in an archived format at PsychiatryOnline.org, joining prior
versions of DSM.

Clinical rating scales and measures in the print edition and e-book (see “Assessment
Measures” in Section III) are included online along with additional assessment measures used in
the field trials (www.psychiatry.org/dsm5), linked to the relevant disorders. From the Section III
chapter “Culture and Psychiatric Diagnosis,” the Cultural Formulation Interview, Cultural
Formulation Interview—Informant Version (both included in print and e-book), and


http://PsychiatryOnline.org
http://PsychiatryOnline.org
http://www.psychiatry.org/dsm5

supplementary modules to the core Cultural Formulation Interview are all available online at
www.psychiatry.org/dsm5.


http://www.psychiatry.org/dsm5

29



Cautionary Statement for Forensic Use
of DSM-5

Although the DSM-5 diagnostic criteria and text are primarily designed to assist
clinicians in conducting clinical assessment, case formulation, and treatment planning, DSM-5 is
also used as a reference for the courts and attorneys in assessing the legal consequences of
mental disorders. As a result, it is important to note that the definition of mental disorder
included in DSM-5 was developed to meet the needs of clinicians, public health professionals,
and research investigators rather than the technical needs of the courts and legal professionals. It
is also important to note that DSM-5 does not provide treatment guidelines for any given
disorder.

When used appropriately, diagnoses and diagnostic information can assist legal decision
makers in their determinations. For example, when the presence of a mental disorder is the
predicate for a subsequent legal determination (e.g., involuntary civil commitment), the use of an
established system of diagnosis enhances the value and reliability of the determination. By
providing a compendium based on a review of the pertinent clinical and research literature,
DSM-5 may facilitate legal decision-makers’ understanding of the relevant characteristics of
mental disorders. The literature related to diagnoses also serves as a check on ungrounded
speculation about mental disorders and about the functioning of a particular individual. Finally,
diagnostic information about longitudinal course may improve decision-making when the legal
issue concerns an individual’s mental functioning at a past or future point in time.

However, the use of DSM-5 in forensic settings should be informed by an awareness of the
risks and limitations of its use. When DSM-5 categories, criteria, and textual descriptions are
employed for forensic purposes, there is a risk that diagnostic information will be misused or
misunderstood. These dangers arise because of the imperfect fit between the questions of
ultimate concern to the law and the information contained in a clinical diagnosis. In most
situations, the clinical diagnosis of a DSM-5 mental disorder such as intellectual developmental
disorder (intellectual disability), schizophrenia, major neurocognitive disorder, gambling
disorder, or pedophilic disorder does not imply that an individual with such a condition meets
legal criteria for the presence of a mental disorder or “mental illness” as defined in law, or a
specified legal standard (e.g., for competence, criminal responsibility, or disability). For the
latter, additional information is usually required beyond that contained in the DSM-5 diagnosis,
which might include information about the individual’s functional impairments and how these
impairments affect the particular abilities in question. It is precisely because impairments,
abilities, and disabilities vary widely within each diagnostic category that assignment of a
particular diagnosis does not imply a specific level of risk, impairment, or disability.

Use of DSM-5 to assess the presence of a mental disorder by nonclinical, nonmedical, or
otherwise insufficiently trained individuals is not advised. Nonclinical decision-makers should
also be cautioned that a diagnosis does not carry any necessary implications regarding the



etiology or causes of the individual’s mental disorder or the individual’s degree of control over
behaviors that may be associated with the disorder. Even when diminished control over the
individual’s own behavior is a feature of the disorder, having the diagnosis in itself does not
demonstrate that a particular individual is (or was) unable to control his or her behavior at a
particular time.
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SECTION i

Diagnostic Criteria and Codes

Neurodevelopmental Disorders

Schizophrenia Spectrum and Other Psychotic Disorders
Bipolar and Related Disorders

Depressive Disorders

Anxiety Disorders

Obsessive-Compulsive and Related Disorders
Trauma- and Stressor-Related Disorders
Dissociative Disorders

Somatic Symptom and Related Disorders

Feeding and Eating Disorders

Elimination Disorders

Sleep-Wake Disorders

Sexual Dysfunctions

Gender Dysphoria

Disruptive, Impulse-Control, and Conduct Disorders
Substance-Related and Addictive Disorders
Neurocognitive Disorders

Personality Disorders

Paraphilic Disorders

Other Mental Disorders and Additional Codes
Medication-Induced Movement Disorders and Other Adverse Effects of Medication

Other Conditions That May Be a Focus of Clinical Attention
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This section contains the diagnostic criteria approved for routine clinical use along
with ICD-10-CM diagnostic codes. For each mental disorder, the diagnostic criteria are
followed by descriptive text to assist in diagnostic decision-making. Where needed,
notes to facilitate the selection of the appropriate ICD-10-CM code as well as recording
procedures are also provided.

Section 1l also includes two chapters of other conditions that are not mental
disorders but may be encountered by clinicians. “Medication-Induced Movement
Disorders and Other Adverse Effects of Medication” features conditions of frequent
importance in the management by medication of mental disorders or other medical
conditions and the differential diagnosis with mental disorders (e.g., an anxiety disorder
vs. medication-induced acute akathisia). “Other Conditions That May Be a Focus of
Clinical Attention” includes conditions and psychosocial or environmental problems that
are not considered to be mental disorders but otherwise affect the diagnosis, course,
prognosis, or treatment of an individual's mental disorder.

These three components—the criteria and their descriptive text, the medication-
induced movement disorders and other adverse effects of medication, and the
descriptions of other conditions that may be a focus of clinical attention—represent the
key elements of the clinical diagnostic process and thus are presented together.
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Neurodevelopmental Disorders

The neurodevelopmental disorders are a group of conditions with onset in the

developmental period. The disorders typically manifest early in development, often before the
child enters school, and are characterized by developmental deficits or differences in brain
processes that produce impairments of personal, social, academic, or occupational functioning.
The range of developmental deficits or differences varies from very specific limitations of
learning or control of executive functions to global impairments of social skills or intellectual
ability. Once thought to be categorically defined, more recent dimensional approaches to
measurement of the symptoms demonstrate a range of severity, often without a very clear
boundary with typical development. Diagnosis of a disorder thus requires the presence of both
symptoms and impaired function.

The neurodevelopmental disorders frequently co-occur with one another; for example,
individuals with autism spectrum disorder often have intellectual developmental disorder
(intellectual disability), and many children with attention-deficit/hyperactivity disorder (ADHD)
also have a specific learning disorder. The neurodevelopmental disorders also frequently co-
occur with other mental and behavioral disorders with onset in childhood (e.g., communication
disorders and autism spectrum disorder may be associated with anxiety disorders; ADHD with
oppositional defiant disorder; tics with obsessive-compulsive disorder). For some
neurodevelopmental disorders, the clinical presentation includes behaviors that are more frequent
or intense when compared with those of normal children of the same developmental age and
gender, as well as deficits and delays in achieving expected milestones. For example, autism
spectrum disorder is diagnosed only when the characteristic deficits of social communication are
accompanied by excessively repetitive behaviors, restricted interests, and insistence on
sameness.

Intellectual developmental disorder is characterized by deficits in general mental abilities,
such as reasoning, problem solving, planning, abstract thinking, judgment, academic learning,
and learning from experience. The deficits result in impairments of adaptive functioning, such
that the individual fails to meet standards of personal independence and social responsibility in
one or more aspects of daily life, including communication, social participation, academic or
occupational functioning, and personal independence at home or in community settings. Global
developmental delay, as its name implies, is diagnosed when an individual fails to meet expected
developmental milestones in several areas of intellectual functioning. The diagnosis is used for
individuals younger than 5 years who are unable to undergo systematic assessments of
intellectual functioning, and thus the clinical severity level cannot be reliably assessed.
Intellectual developmental disorder may result from an acquired insult during the developmental
period from, for example, a severe head injury, in which case a neurocognitive disorder also may
be diagnosed.

The communication disorders include language disorder, speech sound disorder, social



(pragmatic) communication disorder, and childhood-onset fluency disorder (stuttering). The first
three disorders are characterized by deficits in the development and use of language, speech, and
social communication, respectively. Social communication disorder is characterized by deficits
in both verbal and nonverbal communication skills that result in
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social impairment and are not better explained by low abilities in structural language,
intellectual developmental disorder, or autism spectrum disorder. Childhood-onset fluency
disorder is characterized by disturbances of the normal fluency and motor production of speech,
including repetitive sounds or syllables, prolongation of consonants or vowel sounds, broken
words, blocking, or words produced with an excess of physical tension. Like other
neurodevelopmental disorders, communication disorders begin early in life and may produce
lifelong functional impairments.

Autism spectrum disorder is characterized by persistent deficits in social communication and
social interaction across multiple contexts, including deficits in social reciprocity, nonverbal
communicative behaviors used for social interaction, and skills in developing, maintaining, and
understanding relationships. In addition to the social communication deficits, the diagnosis of
autism spectrum disorder requires the presence of restricted, repetitive patterns of behavior,
interests, or activities. Because symptoms change with development and may be masked by
compensatory mechanisms, the diagnostic criteria may be met based on historical information,
although the current presentation must cause significant impairment.

Within the diagnosis of autism spectrum disorder, individual clinical characteristics are noted
through the use of specifiers (with or without accompanying intellectual impairment; with or
without accompanying structural language impairment; associated with a known genetic or other
medical condition or environmental factor; associated with a neurodevelopmental, mental, or
behavioral problem), as well as specifiers that describe the severity of autistic symptoms. These
specifiers provide clinicians with an opportunity to individualize the diagnosis and communicate
a richer clinical description of the affected individuals. For example, many individuals
previously diagnosed with Asperger’s disorder would now receive a diagnosis of autism
spectrum disorder without language or intellectual impairment.

ADHD is a neurodevelopmental disorder defined by impairing levels of inattention,
disorganization, and/or hyperactivity-impulsivity. Inattention and disorganization entail inability
to stay on task, seeming not to listen, and losing materials necessary for tasks, at levels that are
inconsistent with age or developmental level. Hyperactivity-impulsivity entails overactivity,
fidgeting, inability to stay seated, intruding into other people’s activities, and inability to wait—
symptoms that are excessive for age or developmental level. In childhood, ADHD frequently
overlaps with disorders that are often considered to be “externalizing disorders,” such as
oppositional defiant disorder and conduct disorder. ADHD often persists into adulthood, with
resultant impairments of social, academic, and occupational functioning.

Specific learning disorder, as the name implies, is diagnosed when there are specific deficits
in an individual’s ability to perceive or process information for learning academic skills
efficiently and accurately. This neurodevelopmental disorder first manifests during the years of
formal schooling and is characterized by persistent and impairing difficulties with learning
foundational academic skills in reading, writing, and/or math. The individual’s performance of



the affected academic skills is well below average for age, or acceptable performance levels are
achieved only with extraordinary effort. Specific learning disorder may occur in individuals
identified as intellectually gifted and manifest only when the learning demands or assessment
procedures (e.g., timed tests) pose barriers that cannot be overcome by their innate intelligence
and compensatory strategies. For all individuals, specific learning disorder can produce lifelong
impairments in activities dependent on the skills, including occupational performance.

The neurodevelopmental motor disorders include developmental coordination disorder,
stereotypic movement disorder, and tic disorders. Developmental coordination disorder is
characterized by deficits in the acquisition and execution of coordinated motor skills and is
manifested by clumsiness and slowness or inaccuracy of performance of
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motor skills that cause interference with activities of daily living. Stereotypic movement
disorder is diagnosed when an individual has repetitive, seemingly driven, and apparently
purposeless motor behaviors, such as hand flapping, body rocking, head banging, self-biting, or
hitting. The movements interfere with social, academic, or other activities. If the behaviors cause
self-injury, this should be specified as part of the diagnostic description. Tic disorders are
characterized by the presence of motor or vocal tics, which are sudden, rapid, recurrent,
nonrhythmic, stereotyped motor movements or vocalizations. The duration, presumed etiology,
and clinical presentation define the specific tic disorder that is diagnosed: Tourette’s disorder,
persistent (chronic) motor or vocal tic disorder, provisional tic disorder, other specified tic
disorder, and unspecified tic disorder. Tourette’s disorder is diagnosed when the individual has
multiple motor and vocal tics that have been present for at least 1 year and that have a waxing-
waning symptom course.

The use of specifiers for the neurodevelopmental disorder diagnoses enriches the clinical
description of the individual’s clinical course and current symptomatology. These include the
following: Severity specifiers are available for intellectual developmental disorder, autism
spectrum disorder, ADHD, specific learning disorder, and stereotypic movement disorder.
Specifiers indicative of current symptomatology are available for ADHD, specific learning
disorder, and persistent motor or vocal tic disorder. Autism spectrum disorder and stereotypic
movement disorder also include the specifier “associated with a known genetic or other medical
condition or environmental factor.” This specifier gives clinicians an opportunity to document
factors that may have played a role in the etiology of the disorder, as well as those that might
affect the clinical course.

Intellectual Developmental Disorders

Intellectual Developmental Disorder (Intellectual
Disability)



Diagnostic Criteria

Intellectual developmental disorder (intellectual disability) is a disorder with onset
during the developmental period that includes both intellectual and adaptive
functioning deficits in conceptual, social, and practical domains. The following three
criteria must be met:

A. Deficits in intellectual functions, such as reasoning, problem solving, planning,
abstract thinking, judgment, academic learning, and learning from experience,
confirmed by both clinical assessment and individualized, standardized
intelligence testing.

B. Deficits in adaptive functioning that result in failure to meet developmental and
sociocultural standards for personal independence and social responsibility.
Without ongoing support, the adaptive deficits limit functioning in one or more
activities of daily life, such as communication, social participation, and
independent living, across multiple environments, such as home, school, work,
and community.

C. Onset of intellectual and adaptive deficits during the developmental period.
38

Note: The term intellectual developmental disorder is used to clarify its relationship
with the WHO ICD-11 classification system, which uses the term Disorders of
Intellectual Development. The equivalent term intellectual disability is placed in
parentheses for continued use. The medical and research literature use both terms,
while intellectual disability is the term in common use by educational and other
professions, advocacy groups, and the lay public. In the United States, Public Law
111-256 (Rosa’s Law) changed all references to “mental retardation” in federal laws
to “intellectual disability.”

Specify current severity (see Table 1):
F70 Mild
F71 Moderate
F72 Severe
F73 Profound
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TABLE 1 Severity levels for intellectual developmental disorder (intellectual
disability)

Severity
level Conceptual domain Social domain Practical domain

Mild For preschool children, there may be |Compared with typically developing |The individual may function age-




no obvious conceptual differences.
For school-age children and adults,
there are difficulties in learning
academic skills involving reading,
writing, arithmetic, time, or
money, with support needed in one
or more areas to meet age-related
expectations. In adults, abstract
thinking, executive function (i.e.,
planning, strategizing, priority
setting, and cognitive flexibility),
and short-term memory, as well as
functional use of academic skills
(e.g., reading, money
management), are impaired. There
is a somewhat concrete approach
to problems and solutions
compared with age-mates.

age-mates, the individual is
immature in social interactions.
For example, there may be
difficulty in accurately perceiving
peers’ social cues.
Communication, conversation, and
language are more concrete or
immature than expected for age.
There may be difficulties
regulating emotion and behavior in
age-appropriate fashion; these
difficulties are noticed by peers in
social situations. There is limited
understanding of risk in social
situations; social judgment is
immature for age, and the person
is at risk of being manipulated by
others (gullibility).

appropriately in personal care.
Individuals need some support
with complex daily living tasks in
comparison to peers. In adulthood,
supports typically involve grocery
shopping, transportation, home
and child-care organizing,
nutritious food preparation, and
banking and money management.
Recreational skills resemble those
of age-mates, although judgment
related to well-being and
organization around recreation
requires support. In adulthood,
competitive employment is often
seen in jobs that do not emphasize
conceptual skills. Individuals
generally need support to make
health care decisions and legal
decisions, and to learn to perform
a skilled vocation competently.
Support is typically needed to raise
a family.
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Moderate

All through development, the

individual’s conceptual skills lag
markedly behind those of peers.
For preschoolers, language and
preacademic skills develop slowly.
For school-age children, progress
in reading, writing, mathematics,
and understanding of time and
money occurs slowly across the
school years and is markedly
limited compared with that of
peers. For adults, academic skill
development is typically at an
elementary level, and support is
required for all use of academic
skills in work and personal life.
Ongoing assistance on a daily
basis is needed to complete
conceptual tasks of day-to-day life,
and others may take over these
responsibilities fully for the
individual.

The individual shows marked

differences from peers in social
and communicative behavior
across development. Spoken
language is typically a primary
tool for social communication but
is much less complex than that of
peers. Capacity for relationships is
evident in ties to family and
friends, and the individual may
have successful friendships across
life and sometimes romantic
relations in adulthood. However,
individuals may not perceive or
interpret social cues accurately.
Social judgment and decision-
making abilities are limited, and
caretakers must assist the person
with life decisions. Friendships
with typically developing peers are
often affected by communication
or social limitations. Significant
social and communicative support
is needed in work settings for
success.

The individual can care for personal

needs involving eating, dressing,
elimination, and hygiene as an
adult, although an extended period
of teaching and time is needed for
the individual to become
independent in these areas, and
reminders may be needed.
Similarly, participation in all
household tasks can be achieved
by adulthood, although an
extended period of teaching is
needed, and ongoing supports will
typically occur for adult-level
performance. Independent
employment in jobs that require
limited conceptual and
communication skills can be
achieved, but considerable support
from coworkers, supervisors, and
others is needed to manage social
expectations, job complexities, and
ancillary responsibilities such as
scheduling, transportation, health
benefits, and money management.
A variety of recreational skills can
be developed. These typically
require additional supports and
learning opportunities over an
extended period of time.
Maladaptive behavior is present in
a significant minority and causes
social problems.
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Severe

Attainment of conceptual skills is

limited. The individual generally
has little understanding of written
language or of concepts involving
numbers, quantity, time, and

Spoken language is quite limited in

terms of vocabulary and grammar.
Speech may be single words or
phrases and may be supplemented
through augmentative means.

The individual requires support for

all activities of daily living,
including meals, dressing, bathing,
and elimination. The individual
requires supervision at all times.




money. Caretakers provide Speech and communication are The individual cannot make

extensive supports for problem focused on the here and now responsible decisions regarding

solving throughout life. within everyday events. Language | well-being of self or others. In
is used for social communication adulthood, participation in tasks at
more than for explication. home, recreation, and work
Individuals understand simple requires ongoing support and
speech and gestural assistance. Skill acquisition in all
communication. Relationships domains involves long-term
with family members and familiar teaching and ongoing support.
others are a source of pleasure and | Maladaptive behavior, including
help. self-injury, is present in a

significant minority.

Profound |Conceptual skills generally involve |The individual has very limited The individual is dependent on others
the physical world rather than understanding of symbolic for all aspects of daily physical
symbolic processes. The individual| communication in speech or care, health, and safety, although
may use objects in goal-directed gesture. He or she may understand | he or she may be able to
fashion for self-care, work, and some simple instructions or participate in some of these
recreation. Certain visuospatial gestures. The individual expresses activities as well. Individuals
skills, such as matching and his or her own desires and without severe physical
sorting based on physical emotions largely through impairments may assist with some
characteristics, may be acquired. nonverbal, nonsymbolic daily work tasks at home, like
However, co-occurring motor and communication. The individual carrying dishes to the table. Simple
sensory impairments may prevent enjoys relationships with well- actions with objects may be the
functional use of objects. known family members, basis of participation in some

caretakers, and familiar others, and| vocational activities with high
initiates and responds to social levels of ongoing support.
interactions through gestural and Recreational activities may
emotional cues. Co-occurring involve, for example, enjoyment in
sensory and physical impairments listening to music, watching
may prevent many social movies, going out for walks, or
activities. participating in water activities, all
with the support of others. Co-
occurring physical and sensory
impairments are frequent barriers
to participation (beyond watching)
in home, recreational, and
vocational activities. Maladaptive
behavior is present in a significant
minority.
Specifiers

The various levels of severity are defined on the basis of adaptive functioning, and not IQ scores,
because it is adaptive functioning that determines the level of supports required. Moreover, 1Q
measures are less valid in the lower end of the IQ range.

Diagnostic Features

The essential features of intellectual developmental disorder (intellectual disability) are deficits
in general mental abilities (Criterion A) and impairment in everyday adaptive functioning, in
comparison to an individual’s age-, gender-, and socioculturally matched peers (Criterion B).
Onset is during the developmental period (Criterion C). The diagnosis of intellectual
developmental disorder is based on both clinical assessment and standardized testing of
intellectual functions, standardized neuropsychological tests, and standardized tests of adaptive
functioning.

Criterion A refers to intellectual functions that involve reasoning, problem solving, planning,
abstract thinking, judgment, learning from instruction and experience, and practical
understanding. Critical components include verbal comprehension, working memory, perceptual



reasoning, quantitative reasoning, abstract thought, and cognitive efficacy. Intellectual
functioning is typically measured with individually administered and psychometrically valid,
comprehensive, and culturally appropriate tests of intelligence. Individuals with intellectual
developmental disorder have scores of approximately two standard deviations or more below the
population mean, including a margin for measurement error (generally + 5 points). On tests with
a standard deviation of 15 and a mean of 100, this involves a score of 65-75 (70 + 5). Clinical
training and judgment are required to interpret test results and assess intellectual performance.

Factors that may affect test scores include practice effects (i.e., learning from repeated
testing) and the “Flynn effect” (i.e., overly high scores due to out-of-date test norms). Invalid
scores may result from the use of brief intelligence screening tests or group tests; highly
discrepant individual subtest scores may make an overall IQ score invalid. Instruments must be
normed for the individual’s sociocultural background and native language. Co-occurring
disorders that affect communication, language, and/or motor or sensory function may affect test
scores. Individual cognitive profiles based on neuropsychological testing as well as cross-battery
intellectual assessment (using multiple IQ or other cognitive tests to create a profile) are more
useful for understanding intellectual abilities than a single 1Q score.
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Such testing may identify areas of relative strengths and weaknesses, an assessment
important for academic and vocational planning. IQ test scores are approximations of conceptual
functioning but may be insufficient to assess reasoning in real-life situations and mastery of
practical tasks. For example, a person with deficits in intellectual functioning whose IQ score is
somewhat above 65-75 may nevertheless have such substantial adaptive behavior problems in
social judgment or other areas of adaptive functioning that the person’s actual functioning is
clinically comparable to that of individuals with a lower IQ score. Thus, clinical judgment is
important in interpreting the results of IQ tests, and using them as the sole criteria for the
diagnosis of an intellectual developmental disorder is insufficient.

Deficits in adaptive functioning (Criterion B) refer to how well a person meets community
standards of personal independence and social responsibility, in comparison to others of similar
age and sociocultural background. Adaptive functioning involves adaptive reasoning in three
domains: conceptual, social, and practical. The conceptual (academic) domain involves
competence in memory, language, reading, writing, math reasoning, acquisition of practical
knowledge, problem solving, and judgment in novel situations, among others. The social domain
involves awareness of others’ thoughts, feelings, and experiences; empathy; interpersonal
communication skills; friendship abilities; and social judgment, among others. The practical
domain involves learning and self-management across life settings, including personal care, job
responsibilities, money management, recreation, self-management of behavior, and school and
work task organization, among others. Intellectual capacity, education, motivation, socialization,
personality features, vocational opportunity, cultural experience, and coexisting other medical
conditions or mental disorders influence adaptive functioning.

Adaptive functioning is assessed using both clinical evaluation and individualized, culturally
appropriate, psychometrically sound measures. Standardized measures are used with
knowledgeable informants (e.g., parent or other family member; teacher; counselor; care
provider) and the individual to the extent possible. Additional sources of information include



educational, developmental, medical, and mental health evaluations. Scores from standardized
measures and interview sources must be interpreted using clinical judgment. When standardized
testing is difficult or impossible, because of a variety of factors (e.g., sensory impairment, severe
problem behavior), the individual may be diagnosed with unspecified intellectual developmental
disorder. Adaptive functioning may be difficult to assess in a controlled setting (e.g., prisons,
detention centers); if possible, corroborative information reflecting functioning outside those
settings should be obtained.

Criterion B is met when at least one domain of adaptive functioning—conceptual, social, or
practical—is sufficiently impaired that ongoing support is needed in order for the person to
perform adequately across multiple environments, such as home, school, work, and community.
Criterion C, onset during the developmental period, refers to recognition that intellectual and
adaptive deficits are present during childhood or adolescence.

A comprehensive evaluation includes an assessment of intellectual capacity and adaptive
functioning; identification of genetic and nongenetic etiologies; evaluation for associated
medical conditions (e.g., cerebral palsy, seizure disorder); and evaluation for co-occurring
mental, emotional, and behavioral disorders. Components of the evaluation may include basic
pre- and perinatal medical history, three-generational family pedigree, physical examination,
genetic evaluation (e.g., karyotype or chromosomal microarray analysis and testing for specific
genetic syndromes), and metabolic screening and neuroimaging assessment.

Associated Features

Intellectual developmental disorder is a heterogeneous condition with multiple causes. There
may be associated difficulties with social judgment; assessment of risk; self-management of
behavior, emotions, or interpersonal relationships; or motivation in school or
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work environments. Because of a lack of awareness of risk and danger, accidental injury rates
may be increased. Lack of communication skills may predispose to disruptive and aggressive
behaviors. Gullibility is often a feature, involving naiveté in social situations and a tendency for
being easily led by others. Gullibility and lack of awareness of risk may result in exploitation by
others and possible victimization, fraud, unintentional criminal involvement, false confessions,
and risk for physical and sexual abuse. These associated features can be important in criminal
cases, including Atkins-type hearings involving the death penalty.

Beyond deficits in adaptive functioning, individuals also can become distressed about their
intellectual limitations. While such distress may not always be seen as having an impact on
functioning, distress can represent an important feature of the clinical scenario.

Prevalence

Intellectual developmental disorder has an overall general population prevalence of
approximately 10 per 1,000; however, the global prevalence varies by country and level of
development, being approximately 16 per 1,000 in middle-income countries and 9 per 1,000 in
high-income countries. The prevalence also varies by age, being higher in youth than in adults.
In the United States, prevalence per 1,000 population does not vary significantly by ethnoracial
groups.



Development and Course

Onset of intellectual developmental disorder is in the developmental period. The age and
characteristic features at onset depend on the etiology and severity of brain dysfunction. Delayed
motor, language, and social milestones may be identifiable within the first 2 years of life among
those with more severe intellectual developmental disorder, while mild levels may not be
identifiable until school age when difficulty with academic learning becomes apparent. All
criteria (including Criterion C) must be fulfilled by history or current presentation. Some
children younger than 5 years whose presentation will eventually meet criteria for intellectual
developmental disorder have deficits that meet criteria for global developmental delay.

When intellectual developmental disorder is associated with a genetic syndrome, there may
be a characteristic physical appearance (e.g., as in Down syndrome). Some syndromes have a
behavioral phenotype, which refers to specific behaviors that are characteristic of particular
genetic disorder (e.g., Lesch-Nyhan syndrome). In acquired forms, the onset may be abrupt
following an illness such as meningitis or encephalitis or head trauma occurring during the
developmental period. When intellectual developmental disorder results from a loss of
previously acquired cognitive skills, as in severe traumatic brain injury, the diagnoses of
intellectual developmental disorder and of a neurocognitive disorder may both be assigned.

Although intellectual developmental disorder is generally nonprogressive, in certain genetic
disorders (e.g., Rett syndrome) there are periods of worsening, followed by stabilization, and in
others (e.g., Sanfilippo syndrome, Down syndrome) progressive worsening of intellectual
function in varying degrees. In some cases, the progressive worsening of intellectual functioning
may represent the overlay of neurocognitive disorder that develops in adulthood (i.e., persons
with Down syndrome being at high risk for developing neurocognitive disorder due to
Alzheimer’s disease in adulthood). In this situation, both diagnoses, intellectual developmental
disorder and neurocognitive disorder, are given.

The disorder is generally lifelong, although severity levels may change over time. The course
may be influenced by underlying medical or genetic conditions and co-occurring conditions
(e.g., hearing or visual impairments, epilepsy). Early and ongoing interventions may improve
adaptive functioning throughout childhood and adulthood. In some cases, these result in
significant improvement of intellectual functioning, such that the
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diagnosis of intellectual developmental disorder is no longer appropriate. Thus, it is common
practice when assessing infants and young children to delay diagnosis of intellectual
developmental disorder until after an appropriate course of intervention is provided. For older
children and adults, the extent of support provided may allow for full participation in all
activities of daily living and improved adaptive function. Diagnostic assessments must determine
whether improved adaptive skills are the result of a stable, generalized new skill acquisition (in
which case the diagnosis of intellectual developmental disorder may no longer be appropriate) or
whether the improvement is contingent on the presence of supports and ongoing interventions (in
which case the diagnosis of intellectual developmental disorder may still be appropriate).

Risk and Prognostic Factors



Genetic and physiological. Prenatal etiologies include genetic syndromes (e.g., sequence variations
or copy number variants involving one or more genes; chromosomal disorders), inborn errors of
metabolism, brain malformations, maternal disease (including placental disease), and
environmental influences (e.g., alcohol, other drugs, toxins, teratogens). Perinatal causes include
a variety of labor and delivery-related events leading to neonatal encephalopathy. Postnatal
causes include hypoxic ischemic injury, traumatic brain injury, infections, demyelinating
disorders, seizure disorders (e.g., infantile spasms), severe and chronic social deprivation, and
toxic metabolic syndromes and intoxications (e.g., lead, mercury).

Culture-Related Diagnostic Issues

Intellectual developmental disorder occurs across ethnoracial groups. Prevalence differences
across social and cultural contexts may be due to variation in environmental risks (e.g., perinatal
injury, chronic social deprivation) for the disorder that are associated with socioeconomic status
and access to quality health care. For example, in Western Australia, the population prevalence
of intellectual developmental disorder among Aboriginal children is 39 per 1,000 people, as
opposed to 16 per 1,000 for the more affluent non-Aboriginal youth population. Cultural
sensitivity and knowledge of sociostructural conditions are needed during assessment, and the
individual’s socioeconomic, ethnic, cultural, and linguistic background; available experiences;
and adaptive functioning within his or her community and cultural setting must be considered.
Cultural explanations for intellectual developmental disorder vary and may include cultural
beliefs about supernatural influences and punishment for presumed or actual wrongdoing by the
mother or parents, which can be associated with shame and underreporting of the disorder.

Sex- and Gender-Related Diagnhostic Issues

Overall, males are more likely than females to be diagnosed with both mild (average male:female
ratio 1.6:1) and severe (average male:female ratio 1.2:1) forms of intellectual developmental
disorder. However, sex ratios vary widely in reported studies. Sex-linked genetic factors, sex
differences in other genetic factors such as specific copy number variants, and male vulnerability
to brain insult may account for some of the sex differences.

Association With Suicidal Thoughts or Behavior

Individuals with intellectual developmental disorder can be at risk for suicide associated with
comorbid mental disorder, higher intellectual and adaptive function, and immediate past
stressors. Comorbid mental disorder may manifest atypically in intellectual developmental
disorder; thus, recognizing comorbidity and screening for suicidal thoughts is important in the
assessment process, with particular attention to change in behavior of the individual.
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Differential Diagnosis

The diagnosis of intellectual developmental disorder should be made whenever Criteria A, B,
and C are met. A diagnosis of intellectual developmental disorder should not be assumed
because of a particular genetic or medical condition. A genetic syndrome linked to intellectual
developmental disorder should be noted as a concurrent diagnosis with the intellectual



developmental disorder.

Major and mild neurocognitive disorders. Tpte]lectual developmental disorder is categorized as a
neurodevelopmental disorder and is distinct from the neurocognitive disorders, which are
characterized by a loss of cognitive functioning. Major neurocognitive disorder may co-occur
with intellectual developmental disorder (e.g., an individual with Down syndrome who develops
Alzheimer’s disease, or an individual with intellectual developmental disorder who loses further
cognitive capacity following a head injury). In such cases, the diagnoses of intellectual
developmental disorder and neurocognitive disorder may both be given. Moreover, when there is
stabilization of cognitive functioning following traumatic or nontraumatic brain injury with onset
in the developmental period (childhood and adolescence), and there is no continuing cognitive
decline, both neurocognitive disorder and intellectual developmental disorder diagnoses can be
used if diagnostic criteria are met for intellectual developmental disorder.

Communication disorders and specific learning disorder. Thege neurodevelopmental disorders are
specific to the communication and learning domains and do not show deficits in intellectual and
adaptive behavior. They may co-occur with intellectual developmental disorder. Both diagnoses
are made if full criteria are met for intellectual developmental disorder and a communication
disorder or specific learning disorder.

Autism spectrum disorder. Tpte]lectual developmental disorder is common among individuals with
autism spectrum disorder. Assessment of intellectual ability may be complicated by social-
communication and behavior deficits inherent to autism spectrum disorder, which may interfere
with understanding and complying with test procedures. Appropriate assessment of intellectual
functioning in autism spectrum disorder is essential, with reassessment across the developmental
period, because 1Q scores in autism spectrum disorder may be unstable, particularly in early
childhood.

Comorbidity

Co-occurring neurodevelopmental and other mental and medical conditions are frequent in
intellectual developmental disorder, with rates of some conditions (e.g., mental disorders,
cerebral palsy, and epilepsy) three to four times higher than in the general population. The
prognosis and outcome of co-occurring diagnoses may be influenced by the presence of
intellectual developmental disorder. Assessment procedures may require modifications because
of associated disorders, including communication disorders, autism spectrum disorder, and
motor, sensory, or other disorders. Knowledgeable informants are essential for identifying
symptoms such as irritability, mood dysregulation, aggression, eating problems, and sleep
problems, and for assessing adaptive functioning in various community settings.

The most common co-occurring neurodevelopmental and other mental disorders are
attention-deficit/hyperactivity disorder; depressive and bipolar disorders; anxiety disorders;
autism spectrum disorder; stereotypic movement disorder (with or without self-injurious
behavior); impulse-control disorders; and major neurocognitive disorder. Major depressive
disorder may occur throughout the range of severity of intellectual developmental disorder. Self-
injurious behavior requires prompt diagnostic attention and may warrant a separate diagnosis of
stereotypic movement disorder. Individuals with intellectual developmental disorder, particularly
those with more severe intellectual developmental disorder, may also exhibit aggression and
disruptive behaviors, including harm of others or property destruction.
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Individuals with intellectual developmental disorder disproportionately have more health
problems, including obesity, than the general population. Frequently they cannot verbalize
physical symptoms they are experiencing. This may lead to health problems being undiagnosed
and untreated.

Relationship to Other Classifications

ICD-11 uses the term disorders of intellectual development to indicate that these are disorders
that involve impaired brain functioning early in life. These disorders are described in ICD-11 as
a metasyndrome occurring in the developmental period analogous to dementia or major
neurocognitive disorder in later life. There are four subtypes of disorders of intellectual
development in ICD-11: mild, moderate, severe, and profound.

The American Association on Intellectual and Developmental Disabilities (AAIDD) uses the
term intellectual disability. The AAIDD’s classification is multidimensional rather than
categorical and is based on the disability construct. Rather than listing severity specifiers as is
done in DSM-5, the AAIDD emphasizes a profile of supports based on severity.

Global Developmental Delay

F88

This diagnosis is reserved for individuals under the age of 5 years when the clinical
severity level cannot be reliably assessed during early childhood. This category is
diagnosed when an individual fails to meet expected developmental milestones in
several areas of intellectual functioning, and applies to individuals who are unable to
undergo systematic assessments of intellectual functioning, including children who
are too young to participate in standardized testing. This category requires
reassessment after a period of time.

Unspecified Intellectual Developmental Disorder
(Intellectual Disability)

F79

This category is reserved for individuals over the age of 5 years when assessment of
the degree of intellectual developmental disorder (intellectual disability) by means of
locally available procedures is rendered difficult or impossible because of associated
sensory or physical impairments, as in blindness or prelingual deafness; locomotor
disability; or presence of severe problem behaviors or co-occurring mental disorder.
This category should only be used in exceptional circumstances and requires
reassessment after a period of time.



Communication Disorders

Disorders of communication include deficits in language, speech, and communication. Speech is
the expressive production of sounds and includes an individual’s articulation, fluency, voice, and
resonance quality. Language includes the form, function, and use of a conventional system of
symbols (i.e., spoken words, sign language, written words, pictures) in a

47

rule-governed manner for communication. Communication includes any verbal or nonverbal
behavior (whether intentional or unintentional) that has the potential to influence the behavior,
ideas, or attitudes of another individual. Assessments of speech, language, and communication
abilities must take into account the individual's cultural and language context, particularly for
individuals growing up in bilingual environments. The standardized measures of language
development and of nonverbal intellectual capacity must be relevant for the cultural and
linguistic group (i.e., tests developed and standardized for one group may not provide
appropriate norms for a different group). The diagnostic category of communication disorders
includes the following: language disorder, speech sound disorder, childhood-onset fluency
disorder (stuttering), social (pragmatic) communication disorder, and unspecified communication
disorders Sex differences in the development of early communication may give rise to higher
prevalence rates of communication disorders in boys compared with girls. Given the associated
features of communication disorders and the relationship of communication to other
developmental domains, communication disorders have high rates of comorbidity with other
neurodevelopmental disorders (e.g., autism spectrum disorder, attention-deficit/hyperactivity
disorder (ADHD), specific learning disorder, intellectual developmental disorder [intellectual
disability]), mental disorders (e.g., anxiety disorders), and some medical conditions (e.g., seizure
disorders, specific chromosome abnormalities).

Language Disorder

Diagnostic Criteria F80.2

A. Persistent difficulties in the acquisition and use of language across modalities
(i.e., spoken, written, sign language, or other) due to deficits in comprehension
or production that include the following:

1. Reduced vocabulary (word knowledge and use).

2. Limited sentence structure (ability to put words and word endings together to
form sentences based on the rules of grammar and morphology).

3. Impairments in discourse (ability to use vocabulary and connect sentences to
explain or describe a topic or series of events or have a conversation).



B. Language abilities are substantially and quantifiably below those expected for
age, resulting in functional limitations in effective communication, social
participation, academic achievement, or occupational performance, individually
or in any combination.

C. Onset of symptoms is in the early developmental period.

D. The difficulties are not attributable to hearing or other sensory impairment, motor
dysfunction, or another medical or neurological condition and are not better
explained by intellectual developmental disorder (intellectual disability) or global
developmental delay.

Diagnostic Features

The essential features of language disorder are difficulties in the acquisition and use of language
due to deficits in the comprehension or production of vocabulary, grammar, sentence structure,
and discourse. The language deficits are evident in spoken communication, written
communication, or sign language. Language learning and use is dependent on both receptive and
expressive skills. Expressive ability refers to the production of vocal, gestural, or verbal signals,
while receptive ability refers to the process of receiving and comprehending language messages.
Language skills need to be assessed in both expressive and receptive modalities as these may
differ in severity.

Language disorder usually affects vocabulary and grammar, and these effects then limit the
capacity for discourse. The child’s first words and phrases are likely to be delayed
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in onset; vocabulary size is smaller and less varied than expected; and sentences are shorter
and less complex with grammatical errors, especially in past tense. Deficits in comprehension of
language are frequently underestimated, as children may be good at using context to infer
meaning. There may be word-finding problems, impoverished verbal definitions, or poor
understanding of synonyms, multiple meanings, or word play appropriate for age and culture.
Problems with remembering new words and sentences are manifested by difficulties following
instructions of increasing length, difficulties rehearsing strings of verbal information (e.g.,
remembering a phone number or a shopping list), and difficulties remembering novel sound
sequences, a skill that may be important for learning new words. Difficulties with discourse are
shown by a reduced ability to provide adequate information about the key events and to narrate a
coherent story.

The language difficulty is manifest by abilities substantially and quantifiably below that
expected for age and significantly interfering with academic achievement, occupational
performance, effective communication, or socialization (Criterion B). A diagnosis of language
disorder is made based on the synthesis of the individual’s history, direct clinical observation in
different contexts (i.e., home, school, or work), and scores from standardized tests of language
ability that can be used to guide estimates of severity.

Associated Features



Individuals, even children, can be adept at accommodating to their limited language. They may
appear to be shy or reticent to talk. Affected individuals may prefer to communicate only with
family members or other familiar individuals. Although these social indicators are not diagnostic
of a language disorder, if they are notable and persistent, they warrant referral for a full language
assessment.

Development and Course

Language acquisition is marked by changes from onset in toddlerhood to the adult level of
competency that appears during adolescence. Changes appear across the dimensions of language
(sounds, words, grammar, narratives/expository texts, and conversational skills) in age-graded
increments and synchronies. Language disorder emerges during the early developmental period;
however, there is considerable variation in early vocabulary acquisition and early word
combinations. Individual differences in early childhood are not, as single indicators, highly
predictive of later outcomes, although a late onset of language at age 24 months in a population-
based sample was the best predictor of outcomes at age 7 years. By age 4 years, individual
differences in language ability are more stable, with better measurement accuracy, and are highly
predictive of later outcomes. Language disorder diagnosed in children age 4 years and older is
likely to be stable over time and typically persists into adulthood, although the particular profile
of language strengths and deficits is likely to change over the course of development.

Language disorders can have social consequences across the lifespan. Children with language
disorders are at risk for peer victimization. For females with childhood language disorders, there
could be almost three times the risk compared with unaffected children for sexual assault in
adulthood.

Risk and Prognostic Factors

Children with receptive language impairments have a poorer prognosis than those with
predominantly expressive impairments. Receptive language impairments are more resistant to
treatment, and difficulties with reading comprehension are frequently seen.

Environmental. Bijlingualism does not cause or worsen a language disorder, but children who are
bilingual may demonstrate delays or differences in language development. A
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language disorder in bilingual children will affect both languages; therefore, assessment across
both languages is important to consider.

Genetic and physiological. T anguage disorders are highly heritable, and family members are more
likely to have a history of language impairment. Population-based twin studies consistently
report substantial heritability for language disorder, and molecular studies suggest multiple genes
interacting on causal pathways.

Differential Diagnosis

Normal variations in language. [ anguage disorder needs to be distinguished from normal
developmental variations, and this distinction may be difficult to make before age 4 years.
Regional, social, or cultural/ethnic variations of language (e.g., dialects) must be considered



when an individual is being assessed for language impairment.

Hearing or other sensory impairment. Hearing impairment needs to be excluded as the primary
cause of language difficulties. Language deficits may be associated with a hearing impairment,
other sensory deficit, or a speech-motor deficit. When language deficits are in excess of those
usually associated with these problems, a diagnosis of language disorder may be made.

Intellectual developmental disorder (intellectual disability). Language impairment is often the
presenting feature of intellectual developmental disorder. However, the definitive diagnosis of
intellectual developmental disorder may not be made until the child is able to complete
standardized assessments. Language disorder can occur with varying degrees of intellectual
ability, and a discrepancy between verbal and nonverbal ability is not necessary for a diagnosis
of language disorder.

Autism spectrum disorder.  Aytism spectrum disorder frequently manifests with delayed language
development. However, autism spectrum disorder is often accompanied by behaviors not present
in language disorder, such as lack of social interest or unusual social interactions (e.g., pulling
individuals by the hand without any attempt to look at them), odd play patterns (e.g., carrying
toys around but never playing with them), unusual communication patterns (e.g., knowing the
alphabet but not responding to own name), and rigid adherence to routines and repetitive
behaviors (e.g., flapping, spinning, echolalia).

Neurological disorders. [ anguage disorder can be acquired in association with neurological
disorders, including epilepsy (e.g., acquired aphasia or Landau-Kleffner syndrome).

Language regression. [ ,0ss of speech and language in a child at any age warrants thorough
assessment to determine if there is a specific neurological condition, such as Landau-Kleffner
syndrome. Language loss may be a symptom of seizures, and a diagnostic assessment is
necessary to exclude the presence of epilepsy (e.g., routine and sleep electroencephalogram).
Declines in critical social and communication behaviors during the first 2 years of life are
evident in most children presenting with autism spectrum disorder and should signal the need for
autism spectrum disorder assessment.

Comorbidity

Language disorder may be associated with other neurodevelopmental disorders in terms of
specific learning disorder (literacy and numeracy), intellectual developmental disorder, attention-
deficit/hyperactivity disorder, autism spectrum disorder, and developmental coordination
disorder. It is also associated with social (pragmatic) communication disorder. In clinical
samples, language disorder may co-occur with speech sound disorder, although data from a large
population-based sample of 6-year-old children in the United States suggest comorbidity might
be rare (1.3%). A positive family history of speech or language disorders is often present.
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Speech Sound Disorder

Diagnostic Criteria F80.0



A. Persistent difficulty with speech sound production that interferes with speech
intelligibility or prevents verbal communication of messages.

B. The disturbance causes limitations in effective communication that interfere with
social participation, academic achievement, or occupational performance,
individually or in any combination.

C. Onset of symptoms is in the early developmental period.

D. The difficulties are not attributable to congenital or acquired conditions, such as
cerebral palsy, cleft palate, deafness or hearing loss, traumatic brain injury, or
other medical or neurological conditions.

Diagnostic Features

Speech sound production describes the clear articulation of the phonemes (i.e., individual
sounds) that in combination make up spoken words. Speech sound production requires both the
phonological knowledge of speech sounds and the ability to coordinate the movements of the
articulators (i.e., the jaw, tongue, and lips,) with breathing and vocalizing for speech. Children
with speech production difficulties may experience difficulty with phonological knowledge of
speech sounds or the ability to coordinate movements for speech in varying degrees. A speech
sound disorder is diagnosed when speech sound production is not what would be expected based
on the child’s age and developmental stage and when the deficits are not the result of a physical,
structural, neurological, or hearing impairment. Among typically developing children at age 3
years, overall speech should be intelligible, whereas at age 2 years, only 50% may be
understandable. Boys are more likely (range of 1.5-1.8 to 1.0) to have a speech sound disorder
than girls.

Associated Features

Language disorder may be found to co-occur with speech sound disorder, although co-
occurrences are rare by age 6 years. A positive family history of speech or language disorders is
often present.

If the ability to rapidly coordinate the articulators is a particular aspect of difficulty, there
may be a history of delay or incoordination in acquiring skills that also utilize the articulators and
related facial musculature; among others, these skills include chewing, maintaining mouth
closure, and blowing the nose. Other areas of motor coordination may be impaired as in
developmental coordination disorder. The terms childhood apraxia of speech and verbal
dyspraxia are used for speech production problems with motor components.

Development and Course

Learning to produce speech sounds clearly and accurately and learning to produce connected
speech fluently are developmental skills. Articulation of speech sounds follows a developmental
pattern, which is reflected in the age norms of standardized tests. It is not unusual for typically
developing children to use developmental processes for shortening words and syllables as they
are learning to talk, but their progression in mastering speech sound production should result in
mostly intelligible speech by age 3 years. Children with speech sound disorder continue to use



immature phonological simplification processes past the age when most children can produce
words clearly.

Most speech sounds should be produced clearly and most words should be pronounced
accurately according to age and community norms by age 5 years. The most
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frequently misarticulated sounds in English also tend to be learned later, leading them to be
called the “late eight” (I, r, s, z, th, ch, dzh, and zh). Misarticulation of any of these sounds by
itself could be considered within normal limits up to age 8 years; however, when multiple sounds
are involved, it is important to target some of those sounds as part of a plan to improve
intelligibility, rather than waiting until the age at which almost all children can produce them
accurately. Lisping (i.e., misarticulating sibilants) is particularly common and may involve
frontal or lateral patterns of airstream direction. It may be associated with a tongue-thrust
swallowing pattern.

Most children with speech sound disorder respond well to treatment, and speech difficulties
improve over time, and thus the disorder may not be lifelong. However, when a language
disorder is also present, the speech disorder has a poorer prognosis and may be associated with
specific learning disorder.

Differential Diagnosis

Normal variations in speech. Regional, social, or cultural/ethnic variations of speech should be
considered before making the diagnosis. Bilingual children may demonstrate an overall lower
intelligibility rating, make more overall consonant and vowel errors, and produce more
uncommon error patterns than monolingual English-speaking children when assessed only in
English.

Hearing or other sensory impairment. Those who are deaf or hard of hearing may have speech
sound production errors. When speech deficits are in excess of those usually associated with
these problems, a diagnosis of speech sound disorder may be made.

Structural deficits. Speech impairment may be due to structural deficits (e.g., cleft palate).

Dysarthria. Speech impairment may be attributable to a motor disorder, such as cerebral palsy.
Neurological signs, as well as distinctive features of voice, differentiate dysarthria from speech
sound disorder, although in young children (under 3 years) differentiation may be difficult,
particularly when there is no or minimal general body motor involvement (as in, e.g., Worster-
Drought syndrome).

Selective mutism. [ imited use of speech may be a sign of selective mutism, an anxiety disorder
that is characterized by a lack of speech in one or more contexts or settings. Selective mutism
may develop in children with a speech disorder because of embarrassment about their
impairments, but many children with selective mutism exhibit normal speech in “safe” settings,
such as at home or with close friends.

Comorbidity

Speech may be differentially impaired in certain genetic conditions (e.g., Down syndrome, 22q
deletion, FoxP2 gene mutation). If present, these should also be coded.



Childhood-Onset Fluency Disorder (Stuttering)

Diagnostic Criteria F80.81

A. Disturbances in the normal fluency and time patterning of speech that are
inappropriate for the individual’'s age and language skills, persist over time, and
are characterized by frequent and marked occurrences of one (or more) of the
following:

1. Sound and syllable repetitions.
2. Sound prolongations of consonants as well as vowels.

52

Broken words (e.g., pauses within a word).

Audible or silent blocking (filled or unfilled pauses in speech).
Circumlocutions (word substitutions to avoid problematic words).
Words produced with an excess of physical tension.
Monosyllabic whole-word repetitions (e.g., “I-I-I-1 see him”).

N ook ow

B. The disturbance causes anxiety about speaking or limitations in effective
communication, social participation, or academic or occupational performance,
individually or in any combination.

C. The onset of symptoms is in the early developmental period. (Note: Later-onset
cases are diagnosed as F98.5 adult-onset fluency disorder.)

D. The disturbance is not attributable to a speech-motor or sensory deficit,
dysfluency associated with neurological insult (e.g., stroke, tumor, trauma), or
another medical condition and is not better explained by another mental
disorder.

Diagnostic Features

The essential feature of childhood-onset fluency disorder (stuttering) is a disturbance in the
normal fluency and time patterning of speech that is inappropriate for the individual’s age. This
disturbance is characterized by frequent repetitions or prolongations of sounds or syllables and
by other types of speech dysfluencies, including broken words (e.g., pauses within a word),
audible or silent blocking (i.e., filled or unfilled pauses in speech), circumlocutions (i.e., word
substitutions to avoid problematic words), words produced with an excess of physical tension,
and monosyllabic whole-word repetitions (e.g., “I-I-I-I see him”). The disturbance in fluency
may interfere with academic or occupational achievement and with social communication. The
extent of the disturbance varies from situation to situation and often is more severe when there is
special pressure to communicate (e.g., giving a report at school, interviewing for a job).
Dysfluency is often absent during oral reading, singing, or talking to inanimate objects or to pets.



Associated Features

Fearful anticipation of the problem may develop. The speaker may attempt to avoid dysfluencies
by linguistic mechanisms (e.g., altering the rate of speech, avoiding certain words or sounds) or
by avoiding certain speech situations, such as telephoning or public speaking. In addition to
being features of the condition, stress and anxiety have been shown to exacerbate dysfluency.

Childhood-onset fluency disorder may also be accompanied by motor movements (e.g., eye
blinks, tics, tremors of the lips or face, jerking of the head, breathing movements, fist clenching).
Children with fluency disorder show a range of language abilities, and the relationship between
fluency disorder and language abilities is unclear.

Studies have shown both structural and functional neurological differences in children who
stutter. Males are more likely to stutter than females, with estimates varying depending on the
age and possible cause of stuttering. Causes of stuttering are multifactorial, including certain
genetic and neurophysiological factors.

Development and Course

Childhood-onset fluency disorder, or developmental stuttering, occurs by age 6 for 80%-90% of
affected individuals, with age at onset ranging from 2 to 7 years. The onset can be insidious or
more sudden. Typically, dysfluencies start gradually, with repetition of initial consonants, first
words of a phrase, or long words. The child may not be aware of dysfluencies. As the disorder
progresses, the dysfluencies become more frequent and interfering, occurring on the most
meaningful words or phrases in the utterance. As the child becomes aware of the speech
difficulty, he or she may develop mechanisms for avoiding the
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dysfluencies and emotional responses, including avoidance of public speaking and use of short
and simple utterances. Longitudinal research shows that 65%—-85% of children recover from the
dysfluency, with severity of fluency disorder at age 8 years predicting recovery or persistence
into adolescence and beyond.

Risk and Prognostic Factors

Genetic and physiological. The risk of stuttering among first-degree biological relatives of
individuals with childhood-onset fluency disorder is more than three times the risk in the general
population. To date, mutations of four genes that underlie some cases of stuttering have been
identified.

Functional Consequences of Childhood-Onset Fluency Disorder
(Stuttering)

In addition to being features of the condition, stress and anxiety can exacerbate dysfluency.
Impairment of social functioning may result from this anxiety. Negative communication attitudes
may be a functional consequence of stuttering starting in the preschool years and increasing with
age.

Differential Diagnosis



Sensory deficits. Dysfluencies of speech may be associated with a hearing impairment or other
sensory deficit or a speech-motor deficit. When the speech dysfluencies are in excess of those
usually associated with these problems, a diagnosis of childhood-onset fluency disorder may be
made.

Normal speech dysfluencies. The disorder must be distinguished from normal dysfluencies that
occur frequently in young children, which include whole-word or phrase repetitions (e.g., “I
want, I want ice cream”), incomplete phrases, interjections, unfilled pauses, and parenthetical
remarks. If these difficulties increase in frequency or complexity as the child grows older, a
diagnosis of childhood-onset fluency disorder may be appropriate.

Specific learning disorder, with impairment in reading. Children who have dysﬂuencies when they
read aloud may be diagnosed mistakenly as having a reading disorder. Oral reading fluency
typically is measured by timed assessments. Slower reading rates may not accurately reflect the
actual reading ability of children who stutter.

Bilingualism. Tt js necessary to distinguish between dysfluencies resulting from attempts to learn
a new language and dysfluencies that indicate a fluency disorder, which typically appear in both
languages.

Medication side effects. Spyttering may occur as a side effect of medication and may be detected
by a temporal relationship with exposure to the medication.

Adult-onset dysfluencies. [f onset of dysfluencies is during or after adolescence, it is an “adult-
onset dysfluency” rather than a neurodevelopmental disorder. Adult-onset dysfluencies are
associated with specific neurological insults and a variety of medical conditions and mental
disorders and may be specified with them, but they are not a DSM-5 diagnosis.

Tourette’s disorder. Vocal tics and repetitive vocalizations of Tourette’s disorder should be
distinguishable from the repetitive sounds of childhood-onset fluency disorder by their nature
and timing.

Comorbidity

Childhood-onset fluency disorder can co-occur with other disorders, such as attention-
deficit/hyperactivity disorder, autism spectrum disorder, intellectual developmental
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disorder (intellectual disability), language disorder or specific learning disorder, seizure
disorders, social anxiety disorder, speech sound disorder, and other developmental disorders.

Social (Pragmatic) Communication Disorder

Diagnostic Criteria F80.82

A. Persistent difficulties in the social use of verbal and nonverbal communication as
manifested by all of the following:



1. Deficits in using communication for social purposes, such as greeting and
sharing information, in a manner that is appropriate for the social context.

2. Impairment of the ability to change communication to match context or the
needs of the listener, such as speaking differently in a classroom than on a
playground, talking differently to a child than to an adult, and avoiding use of
overly formal language.

3. Difficulties following rules for conversation and storytelling, such as taking
turns in conversation, rephrasing when misunderstood, and knowing how to
use verbal and nonverbal signals to regulate interaction.

4. Difficulties understanding what is not explicitly stated (e.g., making
inferences) and nonliteral or ambiguous meanings of language (e.g., idioms,
humor, metaphors, multiple meanings that depend on the context for
interpretation).

B. The deficits result in functional limitations in effective communication, social
participation, social relationships, academic achievement, or occupational
performance, individually or in combination.

C. The onset of the symptoms is in the early developmental period (but deficits may
not become fully manifest until social communication demands exceed limited
capacities).

D. The symptoms are not attributable to another medical or neurological condition
or to low abilities in the domains of word structure and grammar, and are not
better explained by autism spectrum disorder, intellectual developmental
disorder (intellectual disability), global developmental delay, or another mental
disorder.

Diagnostic Features

Social (pragmatic) communication disorder is characterized by a primary difficulty with
pragmatics (i.e., the social use of language and communication), as manifested by deficits in
understanding and following social rules of both verbal and nonverbal communication in
naturalistic contexts, changing language according to the needs of the listener or situation, and
following rules for conversations and storytelling. The deficits in social communication result in
functional limitations in effective communication, social participation, development of social
relationships, academic achievement, or occupational performance. The deficits are not better
explained by low abilities in the domains of structural language or cognitive ability or by autism
spectrum disorder.

Associated Features

The most common associated feature of social (pragmatic) communication disorder is language
impairment, which is characterized by a history of delay in reaching language milestones, and
historical, if not current, structural language problems (see “Language Disorder” earlier in this
chapter). Individuals with social communication deficits may
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avoid social interactions. Attention-deficit/hyperactivity disorder (ADHD), emotional and
behavioral problems, and specific learning disorders are also more common among affected
individuals.

Development and Course

Because social (pragmatic) communication depends on adequate developmental progress in
speech and language, diagnosis of social (pragmatic) communication disorder is rare among
children younger than 4 years. By age 4 or 5 years, most children should possess adequate
speech and language abilities to permit identification of specific deficits in social
communication. Milder forms of the disorder may not become apparent until early adolescence,
when language and social interactions become more complex.

The outcome of social (pragmatic) communication disorder is variable, with some children
improving substantially over time and others continuing to have difficulties persisting into
adulthood. Even among those who have significant improvements, the early deficits in
pragmatics may cause lasting impairments in social relationships and behavior and also low
performance of other related skills, such as written expression, reading comprehension, and oral
reading.

Risk and Prognostic Factors

Genetic and physiological. A family history of autism spectrum disorder, communication
disorders, or specific learning disorder appears to increase the risk for social (pragmatic)
communication disorder; this includes siblings of children with these disorders who may present
with early symptoms of social (pragmatic) communication disorder.

Differential Diagnosis

Autism spectrum disorder.  Aytism spectrum disorder is the primary diagnostic consideration for
individuals presenting with social communication deficits. The two disorders can be
differentiated by the presence in autism spectrum disorder of restricted/repetitive patterns of
behavior, interests, or activities and their absence in social (pragmatic) communication disorder.
Individuals with autism spectrum disorder may only display the restricted/repetitive patterns of
behavior, interests, and activities during the early developmental period, so a comprehensive
history should be obtained. Current absence of symptoms would not preclude a diagnosis of
autism spectrum disorder, if the restricted interests and repetitive behaviors were present in the
past. A diagnosis of social (pragmatic) communication disorder should be considered only if the
current symptoms or developmental history fails to reveal evidence of symptoms that meet the
diagnostic criteria for restricted/repetitive patterns of behavior, interests, or activities of autism
spectrum disorder (i.e., Criterion B) causing current impairment. The social communication
symptoms may be milder in social (pragmatic) communication disorder than in autism spectrum
disorder, although qualitatively similar.

Attention-deficit/hyperactivity disorder. primary deficits of ADHD may cause impairments in social
communication and functional limitations of effective communication, social participation, or
academic achievement.



Social anxiety disorder. The symptoms of social (pragmatic) communication disorder overlap with
those of social anxiety disorder. The differentiating feature is the timing of the onset of
symptoms. In social (pragmatic) communication disorder, the individual has never had effective
social communication; in social anxiety disorder, the social communication skills developed
appropriately but are not utilized because of anxiety, fear, or distress about social interactions.
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Intellectual developmental disorder (intellectual disability) and global developmental delay. Sgcia]

communication skills may be deficient among individuals with global developmental delay or
intellectual developmental disorder, but a separate diagnosis is not given unless the social
communication deficits are clearly in excess of the intellectual limitations.

Unspecified Communication Disorder

F80.9

This category applies to presentations in which symptoms characteristic of
communication disorder that cause clinically significant distress or impairment in
social, occupational, or other important areas of functioning predominate but do not
meet the full criteria for communication disorder or for any of the disorders in the
neurodevelopmental disorders diagnostic class. The unspecified communication
disorder category is used in situations in which the clinician chooses not to specify
the reason that the criteria are not met for communication disorder or for a specific
neurodevelopmental disorder, and includes presentations in which there is
insufficient information to make a more specific diagnosis.

Autism Spectrum Disorder

Autism Spectrum Disorder

Diagnostic Criteria F84.0

A. Persistent deficits in social communication and social interaction across multiple
contexts, as manifested by all of the following, currently or by history (examples
are illustrative, not exhaustive; see text):

1. Deficits in social-emotional reciprocity, ranging, for example, from abnormal
social approach and failure of normal back-and-forth conversation; to reduced
sharing of interests, emotions, or affect; to failure to initiate or respond to



social interactions.

2. Deficits in nonverbal communicative behaviors used for social interaction,
ranging, for example, from poorly integrated verbal and nonverbal
communication; to abnormalities in eye contact and body language or deficits
in understanding and use of gestures; to a total lack of facial expressions and
nonverbal communication.

3. Deficits in developing, maintaining, and understanding relationships, ranging,
for example, from difficulties adjusting behavior to suit various social contexts;
to difficulties in sharing imaginative play or in making friends; to absence of
interest in peers.

B. Restricted, repetitive patterns of behavior, interests, or activities, as manifested
by at least two of the following, currently or by history (examples are illustrative,
not exhaustive; see text):

1. Stereotyped or repetitive motor movements, use of objects, or speech (e.g.,
simple motor stereotypies, lining up toys or flipping objects, echolalia,
idiosyncratic phrases).
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2. Insistence on sameness, inflexible adherence to routines, or ritualized
patterns of verbal or nonverbal behavior (e.g., extreme distress at small
changes, difficulties with transitions, rigid thinking patterns, greeting rituals,
need to take same route or eat same food every day).

3. Highly restricted, fixated interests that are abnormal in intensity or focus (e.qg.,
strong attachment to or preoccupation with unusual objects, excessively
circumscribed or perseverative interests).

4. Hyper- or hyporeactivity to sensory input or unusual interest in sensory
aspects of the environment (e.g., apparent indifference to pain/temperature,
adverse response to specific sounds or textures, excessive smelling or
touching of objects, visual fascination with lights or movement).

C. Symptoms must be present in the early developmental period (but may not
become fully manifest until social demands exceed limited capacities, or may be
masked by learned strategies in later life).

D. Symptoms cause clinically significant impairment in social, occupational, or other
important areas of current functioning.

E. These disturbances are not better explained by intellectual developmental
disorder (intellectual disability) or global developmental delay. Intellectual
developmental disorder and autism spectrum disorder frequently co-occur; to
make comorbid diagnoses of autism spectrum disorder and intellectual
developmental disorder, social communication should be below that expected for
general developmental level.

Note: Individuals with a well-established DSM-IV diagnosis of autistic disorder,
Asperger’s disorder, or pervasive developmental disorder not otherwise specified



should be given the diagnosis of autism spectrum disorder. Individuals who have
marked deficits in social communication, but whose symptoms do not otherwise
meet criteria for autism spectrum disorder, should be evaluated for social
(pragmatic) communication disorder.

Specify current severity based on social communication impairments and restricted,
repetitive patterns of behavior (see Table 2):

Requiring very substantial support
Requiring substantial support
Requiring support
Specify if:
With or without accompanying intellectual impairment
With or without accompanying language impairment
Specify if:
Associated with a known genetic or other medical condition or

environmental factor (Coding note: Use additional code to identify the
associated genetic or other medical condition.)

Associated with a neurodevelopmental, mental, or behavioral problem
Specify if:

With catatonia (refer to the criteria for catatonia associated with another mental

disorder, p. 135, for definition) (Coding note: Use additional code F06.1

catatonia associated with autism spectrum disorder to indicate the presence of
the comorbid catatonia.)

58

TABLE 2 Severity levels for autism spectrum disorder (examples of level of
support needs)

Severity level Social communication Restricted, repetitive behaviors
Level 3 Severe deficits in verbal and nonverbal social Inflexibility of behavior, extreme difficulty
“Requiring very substantial gommupica}tion skills. cause severe impairmgnts copipg with ch§11.1ge, or other
support” in functioning, very limited initiation of social restricted/repetitive behaviors markedly
interactions, and minimal response to social interfere with functioning in all spheres.
overtures from others. For example, a person Great distress/difficulty changing focus or
with few words of intelligible speech who rarely  action.
initiates interaction and, when he or she does,
makes unusual approaches to meet needs only
and responds to only very direct social
approaches.
Level 2 Marked deficits in verbal and nonverbal social Inflexibility of behavior, difficulty coping
“Requiring substantial communication §kills; social.impairmepts with change, or other restricted/repetitive
support” apparent even with supports in place; limited behaviors appear frequently enough to be
initiation of social interactions; and reduced or obvious to the casual observer and
abnormal responses to social overtures from interfere with functioning in a variety of
others. For example, a person who speaks contexts. Distress and/or difficulty

simple sentences, whose interaction is limited to ~ changing focus or action.
narrow special interests, and who has markedly



odd nonverbal communication.

Level 1 Without supports in place, deficits in social Inflexibility of behavior causes significant
communication cause noticeable impairments. interference with functioning in one or
Difficulty initiating social interactions, and clear — more contexts. Difficulty switching
examples of atypical or unsuccessful responses between activities. Problems of

to social overtures of others. May appear to organization and planning hamper
have decreased interest in social interactions. independence.

For example, a person who is able to speak in

full sentences and engages in communication

but whose to-and-fro conversation with others

fails, and whose attempts to make friends are

odd and typically unsuccessful.

“Requiring support”

Recording Procedures

It may be helpful to note level of support needed for each of the two core psychopathological
domains in Table 2 (e.g., “requiring very substantial support for deficits in social communication
and requiring substantial support for restricted, repetitive behaviors”). Specification of “with
accompanying intellectual impairment” or “without accompanying
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intellectual impairment” should be recorded next. Language impairment specification should be
recorded thereafter. If there is accompanying language impairment, the current level of verbal
functioning should be recorded (e.g., “with accompanying language impairment—no intelligible
speech” or “with accompanying language impairment—phrase speech”).

For autism spectrum disorder for which the specifiers “associated with a known genetic or
other medical condition or environmental factor” or “associated with a neurodevelopmental,
mental, or behavioral problem” are appropriate, record autism spectrum disorder associated with
(name of condition, disorder, or factor) (e.g., autism spectrum disorder associated with tuberous
sclerosis complex). These specifiers apply to presentations in which the listed condition or
problem is potentially relevant to the clinical care of the individual and do not necessarily
indicate that the condition or problem is causally related to the autism spectrum disorder. If the
associated neurodevelopmental, mental, or behavioral problem meets criteria for a
neurodevelopmental or other mental disorder, both autism spectrum disorder and the other
disorder should be diagnosed.

If catatonia is present, record separately “catatonia associated with autism spectrum
disorder.” For more information, see criteria for catatonia associated with another mental
disorder in the chapter “Schizophrenia Spectrum and Other Psychotic Disorders.”

Specifiers

The severity specifiers (see Table 2) may be used to describe succinctly the current
symptomatology (which might fall below level 1), with the recognition that severity may vary by
context and fluctuate over time. Severity of social communication difficulties and restricted,
repetitive behaviors should be separately rated. The descriptive severity categories should not be
used to determine eligibility for and provision of services. Indeed, individuals with relatively
better skills overall may experience different or even greater psychosocial challenges. Thus,
service needs can only be developed at an individual level and through discussion of personal
priorities and targets.



Regarding the specifier “with or without accompanying intellectual impairment,”
understanding the (often uneven) intellectual profile of a child or adult with autism spectrum
disorder is necessary for interpreting diagnostic features. Separate estimates of verbal and
nonverbal skill are necessary (e.g., using untimed nonverbal tests to assess potential strengths in
individuals with limited language).

To use the specifier “with or without accompanying language impairment,” the current level
of verbal functioning should be assessed and described. Examples of the specific descriptions for
“with accompanying language impairment” might include no intelligible speech (nonverbal),
single words only, or phrase speech. Language level in individuals “without accompanying
language impairment” might be further described as speaks in full sentences or has fluent speech.
Since receptive language may lag behind expressive language development in autism spectrum
disorder, receptive and expressive language skills should be considered separately.

The specifier “associated with a known genetic or other medical condition or environmental
factor” can be applied when an individual has a known genetic condition (e.g., Rett syndrome,
fragile X syndrome, Down syndrome), a known medical condition (e.g., epilepsy), or a history of
environmental exposure in utero to a known teratogen or infection (e.g., fetal valproate
syndrome, fetal alcohol syndrome, fetal rubella). This specifier should not be viewed as
synonymous with causation of autism spectrum disorder. A condition may be listed as being
associated with autism spectrum disorder when it is thought to be potentially clinically relevant
or inform care and not because the clinician is asserting a cause. Examples include autism
spectrum disorder associated with a unique genomic copy number variant that could be clinically
relevant even if the specific abnormality may not have directly caused nor have previously been
linked to autism spectrum disorder, or Crohn’s disease, which could exacerbate behavioral
symptoms.
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The specifier “associated with a neurodevelopmental, mental, or behavioral problem” can be
applied to indicate problems (e.g., irritability, sleep problems, self-injurious behavior, or
developmental regression) that contribute to the functional formulation or are a focus of
treatment. Additional neurodevelopmental, mental, or behavioral disorders should also be noted
as separate diagnoses (e.g., attention-deficit/hyperactivity disorder; developmental coordination
disorder; disruptive behavior, impulse-control, and conduct disorders; anxiety, depressive, or
bipolar disorders; tics or Tourette’s disorder; feeding, elimination, or sleep disorders).

Catatonia can occur as a comorbid condition with autism spectrum disorder. In addition to
classic symptoms of posturing, negativism (opposition or no response to instructions or external
stimuli), mutism, and stupor, an increase or worsening of stereotypy and self-injurious behavior
may form part of the symptom complex of catatonia in the setting of autism spectrum disorder.

Diagnostic Features

The essential features of autism spectrum disorder are persistent impairment in reciprocal social
communication and social interaction (Criterion A), and restricted, repetitive patterns of
behavior, interests, or activities (Criterion B). These symptoms are present from early childhood
and limit or impair everyday functioning (Criteria C and D). The stage at which functional
impairment becomes obvious will vary according to characteristics of the individual and his or



her environment. Core diagnostic features are evident in the developmental period, but
intervention, compensation, and current supports may mask difficulties in at least some contexts.
Manifestations of the disorder also vary greatly depending on the severity of the autistic
condition, developmental level, chronological age, and possibly gender; hence, the term
spectrum. Individuals without cognitive or language impairment may have more subtle
manifestation of deficits (e.g., Criterion A, Criterion B) than individuals with accompanying
intellectual or language impairments and may be making great efforts to mask these deficits.
Criterion A deficits in social communication will be more subtle if an individual has better
overall communication skills (e.g., is verbally fluent, does not have intellectual impairments).
Similarly, Criterion B deficits (i.e., restricted patterns of behavior and interests) may be less
obvious if the interests are closer to age-typical norms (e.g., Ancient Egypt or trains as compared
to wiggling a string). Autism spectrum disorder encompasses disorders previously referred to as
early infantile autism, childhood autism, Kanner’s autism, high-functioning autism, atypical
autism, pervasive developmental disorder not otherwise specified, childhood disintegrative
disorder, and Asperger’s disorder.

The impairments in social communication and social interaction specified in Criterion A are
pervasive and sustained. Diagnoses are most valid and reliable when based on multiple sources
of information, including clinician’s observations, caregiver history, and, when possible, self-
report. Verbal and nonverbal deficits in social communication have varying manifestations,
depending on the individual’s age, intellectual level, and language ability, as well as other factors
such as treatment history and current support. Many individuals have language deficits, ranging
from complete lack of speech through language delays, poor comprehension of speech, echoed
speech, or stilted and overly literal language. Even when formal language skills (e.g.,
vocabulary, grammar) are intact, the use of language for reciprocal social communication is
impaired in autism spectrum disorder.

Deficits in social-emotional reciprocity (i.e., the ability to engage with others and share
thoughts and feelings) may be shown, for example, in young children with little or no initiation
of social interaction and no sharing of emotions, along with reduced or absent imitation of
others’ behavior. What language exists is often one-sided, lacking in social reciprocity, and used
to request or label rather than to comment, share feelings, or converse. In older children and
adults without intellectual impairments or language delays, deficits in
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social-emotional reciprocity may be most apparent in difficulties processing and responding
to complex social cues (e.g., when and how to join a conversation, what not to say). Individuals
who have developed compensation strategies for some social challenges still struggle in novel or
unsupported situations and suffer from the effort and anxiety of consciously calculating what is
socially intuitive for most individuals. This behavior may contribute to lower ascertainment of
autism spectrum disorder in these individuals, perhaps especially in adult women. Thus, longer
assessments, observation in naturalistic settings, and inquiring about any tolls of social
interaction may be needed. If asked about the costs of social interaction, for example, these
individuals might respond that social interactions are exhausting for them, that they are unable to
concentrate because of the mental effort in monitoring social conventions, that their self-esteem
is adversely affected by being unable to be themselves, and so forth.



Deficits in nonverbal communicative behaviors used for social interaction are manifested by
absent, reduced, or atypical use of eye contact (relative to cultural norms), gestures, facial
expressions, body orientation, or speech intonation. An early feature of autism spectrum disorder
is impaired joint attention as manifested by a lack of pointing, showing, or bringing objects to
share interest with others, or failure to follow someone’s pointing or eye gaze. Individuals may
learn a few functional gestures, but their repertoire is smaller than that of others, and they often
fail to use expressive gestures spontaneously in communication. Among young people and adults
with fluent language, the difficulty in coordinating nonverbal communication with speech may
give the impression of odd, wooden, or exaggerated “body language” during interactions.
Impairment may be relatively subtle within individual modes (e.g., someone may have relatively
good eye contact when speaking) but noticeable in poor integration of eye contact, gesture, body
posture, prosody, and facial expression for social communication, or in difficulty maintaining
these for sustained periods or when under stress.

Deficits in developing, maintaining, and understanding relationships should be judged
against norms for age, gender, and culture. There may be absent, reduced, or atypical social
interest, manifested by rejection of others, passivity, or inappropriate approaches that seem
aggressive or disruptive. These difficulties are particularly evident in young children, in whom
there is often a lack of shared social play and imagination (e.g., age-appropriate flexible pretend
play) and, later, insistence on playing by very fixed rules. Older individuals may struggle to
understand what behavior is considered appropriate in one situation but not another (e.g., casual
behavior during a job interview), or the different ways that language may be used to
communicate (e.g., irony, white lies). There may be an apparent preference for solitary activities
or for interacting with much younger or older people. Frequently, there is a desire to establish
friendships without a complete or realistic idea of what friendship entails (e.g., one-sided
friendships or friendships based solely on shared special interests). Relationships with siblings,
coworkers, and caregivers are also important to consider (in terms of reciprocity).

Autism spectrum disorder is also defined by restricted, repetitive patterns of behavior,
interests, or activities (as specified in Criterion B), which show a range of manifestations
according to age and ability, intervention, and current supports. Stereotyped or repetitive
behaviors include simple motor stereotypies (e.g., hand flapping, finger flicking), repetitive use
of objects (e.g., spinning coins, lining up toys), and repetitive speech (e.g., echolalia, the delayed
or immediate parroting of heard words; use of “you” when referring to self; stereotyped use of
words, phrases, or prosodic patterns). Excessive adherence to routines and restricted patterns of
behavior may be manifest in resistance to change (e.g., distress at apparently small changes, such
as taking an alternative route to school or work; insistence on adherence to rules; rigidity of
thinking) or ritualized patterns of verbal or nonverbal behavior (e.g., repetitive questioning,
pacing a perimeter). Highly restricted, fixated interests in autism spectrum disorder tend to be
abnormal in intensity or focus (e.g., a toddler strongly attached to a pan or piece of string; a child
preoccupied with vacuum
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cleaners; an adult spending hours writing out timetables). Some fascinations and routines
may relate to apparent hyper- or hyporeactivity to sensory input, manifested through extreme
responses to specific sounds or textures, excessive smelling or touching of objects, fascination



with lights or spinning objects, and sometimes apparent indifference to pain, heat, or cold.
Extreme reaction to or rituals involving taste, smell, texture, or appearance of food or excessive
food restrictions are common and may be a presenting feature of autism spectrum disorder.

Many individuals with autism spectrum disorder without intellectual or language
impairments learn to suppress repetitive behavior in public. In these individuals, repetitive
behaviors like rocking or finger flicking may serve an anxiolytic or self-soothing function.

Special interests may be a source of pleasure and motivation and provide avenues for
education and employment later in life. Diagnostic criteria may be met when restricted, repetitive
patterns of behavior, interests, or activities were clearly present during childhood or at some time
in the past, even if symptoms are no longer present.

Criterion D requires that the features must cause clinically significant impairment in social,
occupational, or other important areas of current functioning. Criterion E specifies that the social
communication deficits, although sometimes accompanied by intellectual developmental
disorder (intellectual disability), are not in line with the individual’s developmental level;
impairments exceed difficulties expected on the basis of developmental level.

Standardized behavioral diagnostic instruments with good psychometric properties, including
caregiver interviews, questionnaires and clinician observation measures, are available and can
improve reliability of diagnosis over time and across clinicians. However, the symptoms of
autism spectrum disorder occur as dimensions without universally accepted cutoff scores for
what would constitute a disorder. Thus, the diagnosis remains a clinical one, taking all available
information into account, and is not solely dictated by the score on a particular questionnaire or
observation measure.

Associated Features

Many individuals with autism spectrum disorder also have intellectual and/or language
impairment (e.g., slow to talk, language comprehension behind production). Even those with
average or high intelligence usually have an uneven profile of abilities. The gap between
intellectual and adaptive functional skills is often large. It is common for individuals with autism
to have theory-of-mind deficits (i.e., to have difficulty seeing the world from another person’s
perspective), but these are not necessarily present in all cases. Executive function deficits are
also common but not specific, as are difficulties with central coherence (i.e., being able to
understand context or to “see the big picture,” and thus tending to overfocus on detail).

Motor deficits are often present, including odd gait, clumsiness, and other abnormal motor
signs (e.g., walking on tiptoes). Self-injury (e.g., head banging, biting the wrist) may occur, and
disruptive/challenging behaviors are more common in children and adolescents with autism
spectrum disorder than other disorders, including intellectual developmental disorder. Some
individuals develop catatonic-like motor behavior (slowing and “freezing” mid-action), but these
are typically not of the magnitude of a catatonic episode. However, it is possible for individuals
with autism spectrum disorder to experience a marked deterioration in motor symptoms and
display a full catatonic episode with symptoms such as mutism, posturing, grimacing, and waxy
flexibility. The risk period for comorbid catatonia appears to be greatest in the adolescent years.

Prevalence

Frequencies for autism spectrum disorder across the United States have been reported to be



between 1% and 2% of the population, with similar estimates in child and adult
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samples. However, prevalence appears to be lower among U.S. African American (1.1%) and
Latinx children (0.8%) compared with White children (1.3%), even after the effect of
socioeconomic resources is taken into account. The reported prevalence of autism spectrum
disorder may be affected by misdiagnosis, delayed diagnosis, or underdiagnosis of individuals
from some ethnoracial backgrounds. Prevalence across non-U.S. countries has approached 1% of
the population (0.62% median global prevalence), without substantial variation based on
geographic region or ethnicity and across child and adult samples. Globally, the male:female
ratio in well-ascertained epidemiological samples appears to be 3:1, with concerns about
underrecognition of autism spectrum disorder in women and girls.

Development and Course

The age and pattern of onset also should be noted for autism spectrum disorder. The behavioral
features of autism spectrum disorder first become evident in early childhood, with some cases
presenting a lack of interest in social interaction in the first year of life. Symptoms are typically
recognized during the second year of life (age 12-24 months) but may be seen earlier than 12
months if developmental delays are severe, or noted later than 24 months if symptoms are more
subtle. The pattern of onset description might include information about early developmental
delays or any losses of social or language skills. In cases where skills have been lost, parents or
caregivers may give a history of a gradual or relatively rapid deterioration in social behaviors or
language skills. Typically, this would occur between ages 12 and 24 months.

Prospective studies demonstrate that in most cases the onset of autism spectrum disorder is
associated with declines in critical social and communication behaviors in the first 2 years of life.
Such declines in functioning are rare in other neurodevelopmental disorders and may be an
especially useful indicator of the presence of autism spectrum disorder. In rare cases, there is
developmental regression occurring after at least 2 years of normal development (previously
described as childhood disintegrative disorder), which is much more unusual and warrants more
extensive medical investigation (i.e., continuous spike and waves during slow-wave sleep
syndrome and Landau-Kleffner syndrome). Often included in these encephalopathic conditions
are losses of skills beyond social communication (e.g., loss of self-care, toileting, motor skills)
(see also Rett syndrome in the section “Differential Diagnosis” for this disorder).

First symptoms of autism spectrum disorder frequently involve delayed language
development, often accompanied by lack of social interest or unusual social interactions (e.g.,
pulling individuals by the hand without any attempt to look at them), odd play patterns (e.g.,
carrying toys around but never playing with them), and unusual communication patterns (e.g.,
knowing the alphabet but not responding to own name). Deafness may be suspected but is
typically ruled out. During the second year, odd and repetitive behaviors and the absence of
typical play become more apparent. Since many typically developing young children have strong
preferences and enjoy repetition (e.g., eating the same foods, watching the same video multiple
times), distinguishing restricted and repetitive behaviors that are diagnostic of autism spectrum
disorder can be difficult in preschoolers. The clinical distinction is based on the type, frequency,
and intensity of the behavior (e.g., a child who daily lines up objects for hours and is very



distressed if any item is moved).

Autism spectrum disorder is not a degenerative disorder, and it is typical for learning and
compensation to continue throughout life. Symptoms are often most marked in early childhood
and early school years, with developmental gains typical in later childhood in at least some areas
(e.g., increased interest in social interaction). A small proportion of individuals deteriorate
behaviorally during adolescence, whereas most others improve. While it was once the case that
only a minority of individuals with autism spectrum disorder lived and worked independently in
adulthood, as diagnosis of autism spectrum
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disorder is made more frequently in those who have superior language and intellectual
abilities, more individuals are able to find a niche that matches their special interests and skills
and thus are productively employed. Access to vocational rehabilitation services significantly
improves competitive employment outcomes for transition-age youth with autism spectrum
disorder.

In general, individuals with lower levels of impairment may be better able to function
independently. However, even these individuals may remain socially naive and vulnerable, have
difficulties organizing practical demands without aid, and are prone to anxiety and depression.
Many adults report using compensation strategies and coping mechanisms to mask their
difficulties in public but suffer from the stress and effort of maintaining a socially acceptable
facade. Relatively little is known about old age in autism spectrum disorder, but higher rates of
co-occurring medical conditions have been documented in the literature.

Some individuals come for first diagnosis in adulthood, perhaps prompted by the diagnosis of
autism in a child in the family or a breakdown of relations at work or home. Obtaining detailed
developmental history in such cases may be difficult, and it is important to consider self-reported
difficulties. Where clinical observation suggests criteria are currently met, autism spectrum
disorder may be diagnosed, particularly if supported by a history of poor social and
communication skills in childhood. A compelling report (by parents or another relative) that the
individual had ordinary and sustained reciprocal friendships and good nonverbal communication
skills throughout childhood would significantly lessen the likelihood of a diagnosis of autism
spectrum disorder; however, ambiguous or absent developmental information in itself is not
sufficient to rule out a diagnosis of autism spectrum disorder.

Manifestations of the social and communication impairments and restricted/repetitive
behaviors that define autism spectrum disorder are clear in the developmental period. In later
life, intervention or compensation, as well as current supports, may mask these difficulties in at
least some contexts. Overall, symptoms remain sufficient to cause current impairment in social,
occupational, or other important areas of functioning.

Risk and Prognostic Factors

The best established prognostic factors for individual outcome within autism spectrum disorder
are presence or absence of associated intellectual developmental disorder and language
impairment (e.g., functional language by age 5 years is a good prognostic sign) and additional
mental health problems. Epilepsy, as a comorbid diagnosis, is associated with greater intellectual
disability and lower verbal ability.



Environmental. A variety of risk factors for neurodevelopmental disorders, such as advanced
parental age, extreme prematurity, or in utero exposures to certain drugs or teratogens like
valproic acid, may broadly contribute to risk of autism spectrum disorder.

Genetic and physiological. Heritability estimates for autism spectrum disorder have ranged from
37% to higher than 90%, based on twin concordance rates, and a more recent five-country cohort
estimated heritability at 80%. Currently, as many as 15% of cases of autism spectrum disorder
appear to be associated with a known genetic mutation, with different de novo copy number
variants or de novo mutations in specific genes associated with the disorder in different families.
However, even when a known genetic mutation is associated with autism spectrum disorder, it
does not appear to be fully penetrant (i.e., not all individuals with that same genetic abnormality
will develop autism spectrum disorder). Risk for the majority of cases appears to be polygenic,
with perhaps hundreds of genetic loci making relatively small contributions. Whether these
findings apply to all racial/ethnic populations equally is unclear, given the limited inclusion of
communities of color in genetic research.
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Culture-Related Diagnostic Issues

Cultural differences exist in norms for social interaction, nonverbal communication, and
relationships, but individuals with autism spectrum disorder are markedly impaired against the
norms for their cultural context. Culture influences the perception of autistic behaviors, the
perceived salience of some behaviors over others, and the expectations for child behavior and
parenting practices. Considerable discrepancies are found in age at diagnosis of autism spectrum
disorder in children from diverse ethnoracial backgrounds; most studies find delayed diagnosis
among socially oppressed ethnic and racialized children. In addition to being diagnosed later,
African American children are more often misdiagnosed with adjustment or conduct disorder
than are White children.

Sex- and Gender-Related Diagnhostic Issues

Autism spectrum disorder is diagnosed three to four times more often in males than in females,
and on average, age at diagnosis is later in females. In clinic samples, females tend to be more
likely to show accompanying intellectual developmental disorder as well as epilepsy, suggesting
that girls without intellectual impairments or language delays may go unrecognized, perhaps
because of subtler manifestation of social and communication difficulties. In comparison with
males with autism spectrum disorder, females may have better reciprocal conversation, and be
more likely to share interests, to integrate verbal and nonverbal behavior, and to modify their
behavior by situation, despite having similar social understanding difficulties as males.
Attempting to hide or mask autistic behavior (e.g., by copying the dress, voice, and manner of
socially successful women) may also make diagnosis harder in some females. Repetitive
behaviors may be somewhat less evident in females than in males, on average, and special
interests may have a more social (e.g., a singer, an actor) or “normative” focus (e.g., horses),
while remaining unusual in their intensity. Relative to the general population, rates of gender
variance have been reported to be increased in autism spectrum disorder, with higher variance in
females compared with males.



Association With Suicidal Thoughts or Behavior

Individuals with autism spectrum disorder are at greater risk for suicide death compared with
those without autism spectrum disorder. Children with autism spectrum disorder who had
impaired social communication had a higher risk of self-harm with suicidal intent, suicidal
thoughts, and suicide plans by age 16 years as compared with those without impaired social
communication. Adolescents and young adults with autism spectrum disorder have an increased
risk of suicide attempts compared with age- and sex-matched control subjects, even after
adjustments for demographic factors and psychiatric comorbidities.

Functional Consequences of Autism Spectrum Disorder

In young children with autism spectrum disorder, lack of social and communication abilities may
hamper learning, especially learning through social interaction or in settings with peers. In the
home, insistence on routines and aversion to change, as well as sensory sensitivities, may
interfere with eating and sleeping and make routine care (e.g., haircuts, dental work) extremely
difficult. Adaptive skills are typically below measured 1Q. Extreme difficulties in planning,
organization, and coping with change negatively impact academic achievement, even for
students with above-average intelligence. During adulthood, these individuals may have
difficulties establishing independence because of continued rigidity and difficulty with novelty.

Many individuals with autism spectrum disorder, even without intellectual developmental
disorder, have poor adult psychosocial functioning as indexed by measures such
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as independent living and gainful employment. Functional consequences in old age are
unknown, but social isolation and communication problems (e.g., reduced help-seeking) are
likely to have consequences for health in older adulthood.

Co-occurring intellectual developmental disorder, epilepsy, mental disorders, and chronic
medical conditions may be associated with a higher risk of premature mortality for individuals
with autism spectrum disorder. Deaths from injury and poisoning are higher than for the general
population, as are deaths from suicide. Drowning is the leading cause of accidental death in
children with autism spectrum disorder.

Differential Diagnosis

Attention-deficit/hyperactivity disorder. Apnormalities of attention (overly focused or easily
distracted) are common in individuals with autism spectrum disorder, as is hyperactivity.
Moreover, some individuals with ADHD may exhibit social communication deficits such as
interrupting others, speaking too loudly, and not respecting personal space. Although potentially
difficult to discriminate ADHD from autism spectrum disorder, the developmental course and
absence of restricted, repetitive behaviors and unusual interests in ADHD help in differentiating
the two conditions. A concurrent diagnosis of ADHD should be considered when attentional
difficulties or hyperactivity exceeds that typically seen in individuals of comparable mental age,
and ADHD is one of the most common comorbidities in autism spectrum disorder.

Intellectual developmental disorder (intellectual disability) without autism spectrum disorder. [ptellectual

developmental disorder without autism spectrum disorder may be difficult to differentiate from



autism spectrum disorder in very young children. Individuals with intellectual developmental
disorder who have not developed language or symbolic skills also present a challenge for
differential diagnosis, since repetitive behavior often occurs in such individuals as well. A
diagnosis of autism spectrum disorder in an individual with intellectual developmental disorder
is appropriate when social communication and interaction are significantly impaired relative to
the developmental level of the individual’s nonverbal skills (e.g., fine motor skills, nonverbal
problem solving). In contrast, intellectual developmental disorder is the appropriate diagnosis
when there is no apparent discrepancy between the level of social communicative skills and other
intellectual skills.

Language disorders and social (pragmatic) communication disorder. [ some forms of language

disorder, there may be problems of communication and some secondary social difficulties.
However, specific language disorder is not usually associated with abnormal nonverbal
communication, nor with the presence of restricted, repetitive patterns of behavior, interests, or
activities.

When an individual shows impairment in social communication and social interactions but
does not show restricted and repetitive behavior or interests, criteria for social (pragmatic)
communication disorder, instead of autism spectrum disorder, may be met. The diagnosis of
autism spectrum disorder supersedes that of social (pragmatic) communication disorder
whenever the criteria for autism spectrum disorder are met, and care should be taken to enquire
carefully regarding past or current restricted/repetitive behavior.

Selective mutism. T selective mutism, early development is not typically disturbed. The affected
child usually exhibits appropriate communication skills in certain contexts and settings. Even in
settings where the child is mute, social reciprocity is not impaired, nor are restricted or repetitive
patterns of behavior present.

Stereotypic movement disorder. Motor stereotypies are among the diagnostic characteristics of
autism spectrum disorder, so an additional diagnosis of stereotypic movement disorder is not
given when such repetitive behaviors are better explained by the presence
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of autism spectrum disorder. However, when stereotypies cause self-injury and become a focus
of treatment, both diagnoses may be appropriate.

Rett syndrome. Djsruption of social interaction may be observed during the regressive phase of
Rett syndrome (typically between ages 1 and 4 years); thus, a substantial proportion of affected
young girls may have a presentation that meets diagnostic criteria for autism spectrum disorder.
However, after this period, most individuals with Rett syndrome improve their social
communication skills, and autistic features are no longer a major area of concern. Consequently,
autism spectrum disorder should be considered only when all diagnostic criteria are met.

Symptoms associated with anxiety disorders. The overlap of anxiety symptoms with the core
symptoms of autism spectrum disorder can make the classification of anxiety symptoms in
autism spectrum disorder challenging. For example, social withdrawal and repetitive behaviors
are core features of autism spectrum disorder but may also be expressions of anxiety. The most
common anxiety disorders in autism spectrum disorder are specific phobia (in up to 30% of
cases), and social anxiety and agoraphobia (in as many as 17% of cases).



Obsessive-compulsive disorder. Repetitive behavior is a defining feature of both obsessive-
compulsive disorder and autism spectrum disorder. In both conditions, repetitive behaviors are
considered to be inappropriate or odd. In obsessive-compulsive disorder, intrusive thoughts are
often related to contamination, organization, or sexual or religious themes. Compulsions are
performed in response to these intrusive thoughts in attempts to relieve anxiety. In autism
spectrum disorder, repetitive behaviors classically include more stereotyped motor behaviors,
such as hand flapping and finger shaking or more complex behaviors, such as insistence on
routines or lining up objects. Contrary to obsessive-compulsive disorder, repetitive behaviors in
autism spectrum disorder may be perceived as pleasurable and reinforcing.

Schizophrenia. - Schizophrenia with childhood onset usually develops after a period of normal, or
near normal, development. A prodromal state has been described in which social impairment and
atypical interests and beliefs occur, which could be confused with the social deficits and
restricted fixated interests seen in autism spectrum disorder. Hallucinations and delusions, which
are defining features of schizophrenia, are not features of autism spectrum disorder. However,
clinicians must take into account the potential for individuals with autism spectrum disorder to
be concrete in their interpretation of questions regarding the key features of schizophrenia (e.g.,
“Do you hear voices when no one is there?” ”Yes [on the radio]”). Autism spectrum disorder and
schizophrenia can co-occur, and both should be diagnosed when criteria are met.

Personality disorders. Tn adults without intellectual developmental disorder or significant
language impairment, some behaviors associated with autism spectrum disorder may be
perceived by others as symptoms of narcissistic, schizotypal, or schizoid personality disorder.
Schizotypal personality disorder in particular may intersect with autism spectrum disorder in
unusual preoccupations and perceptual experiences, odd thinking and speech, constricted affect
and social anxiety, lack of close friends, and odd or eccentric behavior. The early developmental
course of autism spectrum disorder (lack of imaginative play, restricted/repetitive behavior,
sensory sensitivities) is most helpful in differentiating it from personality disorders.

Comorbidity

Autism spectrum disorder is frequently associated with intellectual developmental disorder and
language disorder (i.e., an inability to comprehend and construct sentences with proper
grammar). Specific learning difficulties (literacy and numeracy) are common, as is
developmental coordination disorder.
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Psychiatric comorbidities also co-occur in autism spectrum disorder. About 70% of
individuals with autism spectrum disorder may have one comorbid mental disorder, and 40%
may have two or more comorbid mental disorders. Anxiety disorders, depression, and ADHD are
particularly common. Avoidant/restrictive food intake disorder is a fairly frequent presenting
feature of autism spectrum disorder, and extreme and narrow food preferences may persist.

Among individuals who are nonverbal or have language deficits, observable signs such as
changes in sleep or eating and increases in challenging behavior should trigger an evaluation for
anxiety or depression, as well as for potential pain or discomfort from undiagnosed medical or
dental problems. Medical conditions commonly associated with autism spectrum disorder



include epilepsy and constipation.

Attention-Deficit/Hyperactivity Disorder

Attention-Deficit/Hyperactivity Disorder

Diagnostic Criteria

A. A persistent pattern of inattention and/or hyperactivity-impulsivity that interferes
with functioning or development, as characterized by (1) and/or (2):

1.

Inattention: Six (or more) of the following symptoms have persisted for at
least 6 months to a degree that is inconsistent with developmental level and
that negatively impacts directly on social and academic/occupational
activities:

Note: The symptoms are not solely a manifestation of oppositional behavior,
defiance, hostility, or failure to understand tasks or instructions. For older
adolescents and adults (age 17 and older), at least five symptoms are
required.

a.

Often fails to give close attention to details or makes careless mistakes in
schoolwork, at work, or during other activities (e.g., overlooks or misses
details, work is inaccurate).

Often has difficulty sustaining attention in tasks or play activities (e.g., has
difficulty remaining focused during lectures, conversations, or lengthy
reading).

Often does not seem to listen when spoken to directly (e.g., mind seems
elsewhere, even in the absence of any obvious distraction).

Often does not follow through on instructions and fails to finish
schoolwork, chores, or duties in the workplace (e.g., starts tasks but
quickly loses focus and is easily sidetracked).

Often has difficulty organizing tasks and activities (e.qg., difficulty managing
sequential tasks; difficulty keeping materials and belongings in order;
messy, disorganized work; has poor time management; fails to meet
deadlines).

Often avoids, dislikes, or is reluctant to engage in tasks that require
sustained mental effort (e.g., schoolwork or homework; for older
adolescents and adults, preparing reports, completing forms, reviewing
lengthy papers).

Often loses things necessary for tasks or activities (e.g., school materials,
pencils, books, tools, wallets, keys, paperwork, eyeglasses, mobile



telephones).
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Is often easily distracted by extraneous stimuli (for older adolescents and
adults, may include unrelated thoughts).

Is often forgetful in daily activities (e.g., doing chores, running errands; for
older adolescents and adults, returning calls, paying bills, keeping
appointments).

2. Hyperactivity and impulsivity: Six (or more) of the following symptoms
have persisted for at least 6 months to a degree that is inconsistent with
developmental level and that negatively impacts directly on social and
academic/occupational activities:

Note: The symptoms are not solely a manifestation of oppositional behavior,
defiance, hostility, or a failure to understand tasks or instructions. For older
adolescents and adults (age 17 and older), at least five symptoms are
required.

a.
b.

Often fidgets with or taps hands or feet or squirms in seat.

Often leaves seat in situations when remaining seated is expected (e.g.,
leaves his or her place in the classroom, in the office or other workplace,
or in other situations that require remaining in place).

Often runs about or climbs in situations where it is inappropriate. (Note: In
adolescents or adults, may be limited to feeling restless.)

Often unable to play or engage in leisure activities quietly.

Is often “on the go,” acting as if “driven by a motor” (e.g., is unable to be or
uncomfortable being still for extended time, as in restaurants, meetings;
may be experienced by others as being restless or difficult to keep up
with).

Often talks excessively.

Often blurts out an answer before a question has been completed (e.g.,
completes people’s sentences; cannot wait for turn in conversation).

Often has difficulty waiting his or her turn (e.g., while waiting in line).

Often interrupts or intrudes on others (e.g., butts into conversations,
games, or activities; may start using other people’s things without asking
or receiving permission; for adolescents and adults, may intrude into or
take over what others are doing).

Several inattentive or hyperactive-impulsive symptoms were present prior to age
12 years.
Several inattentive or hyperactive-impulsive symptoms are present in two or
more settings (e.g., at home, school, or work; with friends or relatives; in other
activities).
There is clear evidence that the symptoms interfere with, or reduce the quality of,



social, academic, or occupational functioning.

E. The symptoms do not occur exclusively during the course of schizophrenia or
another psychotic disorder and are not better explained by another mental
disorder (e.g., mood disorder, anxiety disorder, dissociative disorder, personality
disorder, substance intoxication or withdrawal).

Specify whether:
F90.2 Combined presentation: If both Criterion Al (inattention) and Criterion
A2 (hyperactivity-impulsivity) are met for the past 6 months.

F90.0 Predominantly inattentive presentation: If Criterion Al (inattention) is
met but Criterion A2 (hyperactivity-impulsivity) is not met for the past 6 months.

F90.1 Predominantly hyperactivelimpulsive presentation: If Criterion A2
(hyperactivity-impulsivity) is met and Criterion Al (inattention) is not met for the
past 6 months.

Specify if:
In partial remission: When full criteria were previously met, fewer than the full

criteria have been met for the past 6 months, and the symptoms still result in
impairment in social, academic, or occupational functioning.
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Specify current severity:

Mild: Few, if any, symptoms in excess of those required to make the diagnosis
are present, and symptoms result in no more than minor impairments in social or
occupational functioning.

Moderate: Symptoms or functional impairment between “mild” and “severe” are
present.

Severe: Many symptoms in excess of those required to make the diagnosis, or
several symptoms that are particularly severe, are present, or the symptoms
result in marked impairment in social or occupational functioning.

Diagnostic Features

The essential feature of attention-deficit/hyperactivity disorder (ADHD) is a persistent pattern of
inattention and/or hyperactivity-impulsivity that interferes with functioning or development.
Inattention manifests behaviorally in ADHD as wandering off task, failing to follow through on
instructions or finishing work or chores, having difficulty sustaining focus, and being
disorganized and is not attributable to defiance or lack of comprehension. Hyperactivity refers to
excessive motor activity (such as a child running about) when it is not appropriate, or excessive
fidgeting, tapping, or talkativeness. In adults, hyperactivity may manifest as extreme restlessness
or wearing others out with their activity. Impulsivity refers to hasty actions that occur in the
moment without forethought, which may have potential for harm to the individual (e.g., darting
into the street without looking). Impulsivity may reflect a desire for immediate rewards or an
inability to delay gratification. Impulsive behaviors may manifest as social intrusiveness (e.g.,



interrupting others excessively) and/or as making important decisions without consideration of
long-term consequences (e.g., taking a job without adequate information).

ADHD begins in childhood. The requirement that several symptoms be present before age 12
years conveys the importance of a substantial clinical presentation during childhood. At the same
time, an earlier age at onset is not specified because of difficulties in establishing precise
childhood onset retrospectively. Adult recall of childhood symptoms tends to be unreliable, and
it is beneficial to obtain ancillary information. ADHD cannot be diagnosed in the absence of any
symptoms prior to age 12. When symptoms of what appears to be ADHD first occur after age 13,
they are more likely to be explained by another mental disorder or to represent the cognitive
effects of substance use.

Manifestations of the disorder must be present in more than one setting (e.g., home and
school, or home and work). Confirmation of substantial symptoms across settings typically
cannot be done accurately without consulting informants who have seen the individual in those
settings. Typically, symptoms vary depending on context within a given setting. Signs of the
disorder may be minimal or absent when the individual is receiving frequent rewards for
appropriate behavior, is under close supervision, is in a novel setting, is engaged in especially
interesting activities, has consistent external stimulation (e.g., via electronic screens), or is
interacting in one-on-one situations (e.g., the clinician's office).

Associated Features

Delays in language, motor, or social development are not specific to ADHD but often co-occur.
Emotional dysregulation or emotional impulsivity commonly occurs in children and adults with
ADHD. Individuals with ADHD self-report and are described by others as being quick to anger,
easily frustrated, and overreactive emotionally.

Even in the absence of a specific learning disorder, academic or work performance is often
impaired. Individuals with ADHD may exhibit neurocognitive deficits in a variety of areas,
including working memory, set shifting, reaction time variability, response inhibition, vigilance,
and planning/organization, although these tests are not sufficiently sensitive or specific to serve
as diagnostic indices.
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Although ADHD is not associated with specific physical features, rates of minor physical
anomalies (e.g., hypertelorism, highly arched palate, low-set ears) may be elevated. Subtle motor
delays and other neurological soft signs may occur. (Note that marked co-occurring clumsiness
and motor delays should be coded separately [e.g., developmental coordination disorder].)

Children with neurodevelopmental disorders with a known cause (e.g., fragile X syndrome,
22q11 deletion syndrome) may often also have symptoms of inattention and
impulsivity/hyperactivity; they should receive an ADHD diagnosis if their symptoms meet the
full criteria for the disorder.

Prevalence

Population surveys suggest that ADHD occurs worldwide in about 7.2% of children; however,
cross-national prevalence ranges widely, from 0.1% to 10.2% of children and adolescents.
Prevalence is higher in special populations such as foster children or correctional settings. In a



cross-national meta-analysis, ADHD occurred in 2.5% of adults.

Development and Course

Many parents first observe excessive motor activity when the child is a toddler, but symptoms
are difficult to distinguish from highly variable normative behaviors before age 4 years. ADHD
is most often identified during elementary school years when inattention becomes more
prominent and impairing. The disorder is relatively stable through early adolescence, but some
individuals have a worsened course with development of antisocial behaviors. In most
individuals with ADHD, symptoms of motoric hyperactivity become less obvious in adolescence
and adulthood, but difficulties with restlessness, inattention, poor planning, and impulsivity
persist. A substantial proportion of children with ADHD remain relatively impaired into
adulthood.

In preschool, the main manifestation is hyperactivity. Inattention becomes more prominent
during elementary school. During adolescence, signs of hyperactivity (e.g., running and
climbing) are less common and may be confined to fidgetiness or an inner feeling of jitteriness,
restlessness, or impatience. In adulthood, along with inattention and restlessness, impulsivity
may remain problematic even when hyperactivity has diminished.

Risk and Prognostic Factors

Temperamental. ADHD is associated with reduced behavioral inhibition, effortful control, or
constraint; negative emotionality; and/or elevated novelty seeking. These traits may predispose
some children to ADHD but are not specific to the disorder.

Environmental. Very low birth weight and degree of prematurity convey a greater risk for
ADHD; the more extreme the low weight, the greater the risk. Prenatal exposure to smoking is
associated with ADHD even after controlling for parental psychiatric history and socioeconomic
status. A minority of cases may be related to reactions to aspects of diet. Neurotoxin exposure
(e.g., lead), infections (e.g., encephalitis), and alcohol exposure in utero have been correlated
with subsequent ADHD, but it is not known whether these associations are causal.

Genetic and physiological. The heritability of ADHD is approximately 74%. Large-scale genome-
wide association studies (GWAS) have identified a number of loci enriched in evolutionarily
constrained genomic regions and loss-of-function genes as well as around brain-expressed
regulatory regions. There is no single gene for ADHD.

Visual and hearing impairments, metabolic abnormalities, and nutritional deficiencies should
be considered as possible influences on ADHD symptoms. ADHD is elevated in individuals with
idiopathic epilepsy.
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Course modifiers. Family interaction patterns in early childhood are unlikely to cause ADHD but
may influence its course or contribute to secondary development of conduct problems.
Culture-Related Diagnostic Issues

Differences in ADHD prevalence across regions appear attributable mainly to different
diagnostic procedures and methodological practices, including using different diagnostic



interviews and differences in whether functional impairment was required and, if so, how it was
defined. Prevalence is also affected by cultural variation in attitudes toward behavioral norms
and expectations of children and youth in different social contexts, as well as cultural differences
in interpretations of children’s behaviors by parents and teachers, including differences by
gender. Clinical identification rates in the United States for African American and Latinx
populations tend to be lower than for non-Latinx White populations. Underdetection may result
from mislabeling of ADHD symptoms as oppositional or disruptive in socially oppressed ethnic
or racialized groups because of explicit or implicit clinician bias, leading to overdiagnosis of
disruptive disorders. Higher prevalence in non-Latinx White youth may also be influenced by
greater parental demand for diagnosis of behaviors seen as ADHD-related. Informant symptom
ratings may be influenced by the cultural background of the child and the informant, suggesting
that culturally competent diagnostic practices are relevant in assessing ADHD.

Sex- and Gender-Related Diagnostic Issues

ADHD is more frequent in males than in females in the general population, with a ratio of
approximately 2:1 in children and 1.6:1 in adults. Females are more likely than males to present
primarily with inattentive features. Sex differences in ADHD symptom severity may be due to
differing genetic and cognitive liabilities between sexes.

Diagnostic Markers

No biological marker is diagnostic for ADHD. Although ADHD has been associated with
elevated power of slow waves (4—7 Hz “theta”) as well as decreased power of fast waves (14-30
Hz “beta”), a later review found no differences in theta or beta power in either children or adults
with ADHD relative to control subjects.

Although some neuroimaging studies have shown differences in children with ADHD
compared with control subjects, meta-analysis of all neuroimaging studies do not show
differences between individuals with ADHD and control subjects. This likely is due to
differences in diagnostic criteria, sample size, task used, and technical aspects of the
neuroimaging technique. Until these issues are resolved, no form of neuroimaging can be used
for diagnosis of ADHD.

Association With Suicidal Thoughts or Behavior

ADHD is a risk factor for suicidal ideation and behavior in children. Similarly, in adulthood,
ADHD is associated with an increased risk of suicide attempt, when comorbid with mood,
conduct, or substance use disorders, even after controlling for comorbidity. Suicidal thoughts are
also more common in ADHD populations than in non-ADHD control subjects. ADHD predicted
persistence of suicidal thoughts in U.S. Army soldiers.

Functional Consequences of Attention-Deficit/Hyperactivity Disorder

ADHD is associated with reduced school performance and academic attainment. Academic
deficits, school-related problems, and peer neglect tend to be most associated with elevated
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symptoms of inattention, whereas peer rejection and, to a lesser extent, accidental injury are most



salient with marked symptoms of hyperactivity or impulsivity. Inadequate or variable self-
application to tasks that require sustained effort is often interpreted by others as laziness,
irresponsibility, or failure to cooperate.

Young adults with ADHD have poor job stability. Adults with ADHD show poorer
occupational performance, attainment, attendance, and higher probability of unemployment, as
well as elevated interpersonal conflict. On average, individuals with ADHD obtain less
schooling, have poorer vocational achievement, and have reduced intellectual scores than their
peers, although there is great variability. In its severe form, the disorder is markedly impairing,
affecting social, familial, and scholastic/occupational adjustment.

Family relationships may be characterized by discord and negative interactions. Individuals
with ADHD have lower self-esteem relative to peers without ADHD. Peer relationships are often
disrupted by peer rejection, neglect, or teasing of the individual with ADHD.

Children with ADHD are significantly more likely than their peers without ADHD to
develop conduct disorder in adolescence and antisocial personality disorder in adulthood,
consequently increasing the likelihood for substance use disorders and incarceration. The risk of
subsequent substance use disorders is elevated, especially when conduct disorder or antisocial
personality disorder develops.

Individuals with ADHD are more likely than peers to be injured. Children and adults with
ADHD are at higher risk for suffering trauma and developing subsequent posttraumatic stress
syndrome. Traffic accidents and violations are more frequent in drivers with ADHD. Individuals
with ADHD have a higher overall mortality rate, largely because of accidents and injuries. There
may also be an elevated likelihood of obesity and hypertension among individuals with ADHD.

Differential Diagnosis

Oppositional defiant disorder. ndividuals with oppositional defiant disorder may resist work or
school tasks that require self-application because they resist conforming to others' demands.
Their behavior is characterized by negativity, hostility, and defiance. These symptoms must be
differentiated from aversion to school or mentally demanding tasks because of difficulty in
sustaining mental effort, forgetting instructions, and impulsivity in individuals with ADHD.
Complicating the differential diagnosis is the fact that some individuals with ADHD may
develop secondary oppositional attitudes toward such tasks and devalue their importance.

Intermittent explosive disorder. ADHD and intermittent explosive disorder share high levels of
impulsive behavior. However, individuals with intermittent explosive disorder show serious
aggression toward others, which is not characteristic of ADHD, and they do not experience
problems with sustaining attention as seen in ADHD. In addition, intermittent explosive disorder
is rare in childhood. Intermittent explosive disorder may be diagnosed in the presence of ADHD.

Other neurodevelopmental disorders. The increased motoric activity that may occur in ADHD must
be distinguished from the repetitive motor behavior that characterizes stereotypic movement
disorder and some cases of autism spectrum disorder. In stereotypic movement disorder, the
motoric behavior is generally fixed and repetitive (e.g., body rocking, self-biting), whereas the
fidgetiness and restlessness in ADHD are typically generalized and not characterized by
repetitive stereotypic movements. In Tourette’s disorder, frequent multiple tics can be mistaken
for the generalized fidgetiness of ADHD. Prolonged observation may be needed to differentiate
fidgetiness from bouts of multiple tics.



Specific learning disorder. Chijldren with specific learning disorder alone may appear inattentive
because of frustration, lack of interest, or limited ability in neurocognitive
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processes, including working memory and processing speed, whereas their inattention is much
reduced when performing a skill that does not require the impaired cognitive process.

Intellectual developmental disorder (intellectual disability). Symptorns of ADHD are common in
children with intellectual developmental disorder placed in academic settings that are
inappropriate to their intellectual ability. In such cases, the symptoms are not evident during
nonacademic tasks. A diagnosis of ADHD in intellectual developmental disorder requires that
inattention or hyperactivity be excessive for mental age.

Autism spectrum disorder. Tpdividuals with ADHD and those with autism spectrum disorder
exhibit inattention, social dysfunction, and difficult-to-manage behavior. The social dysfunction
and peer rejection seen in individuals with ADHD must be distinguished from the social
disengagement, isolation, and indifference to facial and tonal communication cues seen in
individuals with autism spectrum disorder. Children with autism spectrum disorder may display
tantrums because of an inability to tolerate a change from their expected course of events. In
contrast, children with ADHD may misbehave or have a tantrum during a major transition
because of impulsivity or poor self-control.

Reactive attachment disorder. Chijldren with reactive attachment disorder may show social
disinhibition, but not the full ADHD symptom cluster, and display other features such as a lack
of enduring relationships that are not characteristic of ADHD.

Anxiety disorders. ADHD shares symptoms of inattention with anxiety disorders. Individuals
with ADHD are inattentive because of their preferential engagement with novel and stimulating
activities or preoccupation with enjoyable activities. This is distinguished from the inattention
attributable to worry and rumination seen in anxiety disorders. Restlessness might be seen in
anxiety disorders. However, in ADHD, the symptom is not associated with worry and
rumination.

Posttraumatic stress disorder. (Concentration difficulties associated with posttraumatic stress
disorder (PTSD) may be misdiagnosed in children as ADHD. Children younger than 6 years
often manifest PTSD in nonspecific symptoms such as restlessness, irritability, inattention, and
poor concentration, which can mimic ADHD. Parents may also minimize their children’s
trauma-related symptoms, and teachers and other caregivers are often unaware of the child’s
exposure to traumatic events. A comprehensive assessment of past exposure to traumatic events
can rule out PTSD.

Depressive disorders. [npdjviduals with depressive disorders may present with inability to
concentrate. However, poor concentration in mood disorders becomes prominent only during a
depressive episode.

Bipolar disorder. Tndividuals with bipolar disorder may have increased activity, poor
concentration, and increased impulsivity, but these features are episodic, unlike ADHD, in which
the symptoms are persistent. Moreover, in bipolar disorder, increased impulsivity or inattention
is accompanied by elevated mood, grandiosity, and other specific bipolar features. Children with



ADHD may show significant changes in mood within the same day; such lability is distinct from
a manic or hypomanic episode, which must last 4 or more days to be a clinical indicator of
bipolar disorder, even in children. Bipolar disorder is rare in preadolescents, even when severe
irritability and anger are prominent, whereas ADHD is common among children and adolescents
who display excessive anger and irritability.

Disruptive mood dysregulation disorder. Djsruptive mood dysregulation disorder is characterized by
pervasive irritability, and intolerance of frustration, but impulsiveness and disorganized attention
are not essential features. However, most children and adolescents with the disorder also have
symptoms that meet criteria for ADHD, which is diagnosed separately.

Substance use disorders. Djfferentiating ADHD from substance use disorders may be problematic
if the first presentation of ADHD symptoms follows the onset of abuse or
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frequent use. Clear evidence of ADHD before substance misuse from informants or previous
records may be essential for differential diagnosis.

Personality disorders. [p adolescents and adults, it may be difficult to distinguish ADHD from
borderline, narcissistic, and other personality disorders. Some personality disorders tend to share
the features of disorganization, social intrusiveness, emotional dysregulation, and cognitive
dysregulation. However, ADHD is not characterized by fear of abandonment, self-injury,
extreme ambivalence, or other features of personality disorder. It may take extended clinical
observation, informant interview, or detailed history to distinguish impulsive, socially intrusive,
or inappropriate behavior from narcissistic, aggressive, or domineering behavior to make this
differential diagnosis.

Psychotic disorders. ADHD is not diagnosed if the symptoms of inattention and hyperactivity
occur exclusively during the course of a psychotic disorder.

Medication-induced symptoms of ADHD. Symptoms of inattention, hyperactivity, or impulsivity
attributable to the use of medication (e.g., bronchodilators, isoniazid, neuroleptics [resulting in
akathisia], thyroid replacement medication) are diagnosed as other specified or unspecified other
(or unknown) substance-related disorders.

Neurocognitive disorders. ‘While impairment in complex attention may be one of the affected
cognitive domains in a neurocognitive disorder, it must represent a decline from a previous level
of performance in order to justify a diagnosis of major or mild neurocognitive disorder.
Moreover, major or mild neurocognitive disorder typically has its onset in adulthood. In contrast,
the inattention in ADHD must have been present prior to age 12 and does not represent a decline
from previous functioning.

Comorbidity

Although ADHD is more common in males, females with ADHD have higher rates of a number
of comorbid disorders, particularly oppositional defiant disorder, autism spectrum disorder, and
personality and substance use disorders. Oppositional defiant disorder co-occurs with ADHD in
approximately half of children with the combined presentation and about a quarter with the
predominantly inattentive presentation. Conduct disorder co-occurs in about a quarter of children



or adolescents with the combined presentation, depending on age and setting. Most children and
adolescents with disruptive mood dysregulation disorder have symptoms that also meet criteria
for ADHD; a lesser percentage of children with ADHD have symptoms that meet criteria for
disruptive mood dysregulation disorder. Anxiety disorders, major depressive disorder, obsessive-
compulsive disorder, and intermittent explosive disorder occur in a minority of individuals with
ADHD but more often than in the general population. Although substance use disorders are
relatively more frequent among adults with ADHD in the general population, the disorders are
present in only a minority of adults with ADHD. In adults, antisocial and other personality
disorders may co-occur with ADHD.

ADHD may co-occur in variable symptom profiles with other neurodevelopmental disorders,
including specific learning disorder, autism spectrum disorder, intellectual developmental
disorder, language disorders, developmental coordination disorder, and tic disorders.

Comorbid sleep disorders in ADHD are associated with daytime impairments in cognition
(e.g., inattention). Many individuals with ADHD report daytime sleepiness that may meet criteria
for hypersomnolence disorder. One quarter to one-half of individuals with ADHD report sleep
difficulties; studies have shown an association of ADHD with insomnia, circadian rhythm sleep-
wake disorder, sleep-disordered breathing, and restless legs syndrome.

Individuals with ADHD have been found to have elevated rates of a number of medical
conditions, particularly allergy and autoimmune disorders, as well as epilepsy.
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Other Specified Attention-Deficit/Hyperactivity Disorder

F90.8

This category applies to presentations in which symptoms characteristic of attention-
deficit/hyperactivity disorder that cause clinically significant distress or impairment in
social, occupational, or other important areas of functioning predominate but do not
meet the full criteria for attention-deficit/hyperactivity disorder or any of the disorders
in the neurodevelopmental disorders diagnostic class. The other specified attention-
deficit/hyperactivity disorder category is used in situations in which the clinician
chooses to communicate the specific reason that the presentation does not meet the
criteria for attention-deficit/hyperactivity disorder or any specific neurodevelopmental
disorder. This is done by recording “other specified attention-deficit/hyperactivity
disorder” followed by the specific reason (e.g., “with insufficient inattention
symptoms”).

Unspecified Attention-Deficit/Hyperactivity Disorder

F90.9



This category applies to presentations in which symptoms characteristic of attention-
deficit/hyperactivity disorder that cause clinically significant distress or impairment in
social, occupational, or other important areas of functioning predominate but do not
meet the full criteria for attention-deficit/hyperactivity disorder or any of the disorders
in the neurodevelopmental disorders diagnostic class. The unspecified attention-
deficit/hyperactivity disorder category is used in situations in which the clinician
chooses not to specify the reason that the criteria are not met for attention-
deficit/hyperactivity disorder or for a specific neurodevelopmental disorder, and
includes presentations in which there is insufficient information to make a more
specific diagnosis.

Specific Learning Disorder

Specific Learning Disorder

Diagnostic Criteria

A. Difficulties learning and using academic skills, as indicated by the presence of at
least one of the following symptoms that have persisted for at least 6 months,
despite the provision of interventions that target those difficulties:

1. Inaccurate or slow and effortful word reading (e.g., reads single words aloud
incorrectly or slowly and hesitantly, frequently guesses words, has difficulty
sounding out words).

2. Difficulty understanding the meaning of what is read (e.g., may read text
accurately but not understand the sequence, relationships, inferences, or
deeper meanings of what is read).

3. Difficulties with spelling (e.g., may add, omit, or substitute vowels or
consonants).
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4. Difficulties with written expression (e.g., makes multiple grammatical or
punctuation errors within sentences; employs poor paragraph organization;
written expression of ideas lacks clarity).

5. Difficulties mastering number sense, number facts, or calculation (e.g., has
poor understanding of numbers, their magnitude, and relationships; counts on
fingers to add single-digit numbers instead of recalling the math fact as peers
do; gets lost in the midst of arithmetic computation and may switch
procedures).



6. Difficulties with mathematical reasoning (e.g., has severe difficulty applying
mathematical concepts, facts, or procedures to solve quantitative problems).

B. The affected academic skills are substantially and quantifiably below those

C.

D.

expected for the individual’'s chronological age, and cause significant
interference with academic or occupational performance, or with activities of
daily living, as confirmed by individually administered standardized achievement
measures and comprehensive clinical assessment. For individuals age 17 years
and older, a documented history of impairing learning difficulties may be
substituted for the standardized assessment.

The learning difficulties begin during school-age years but may not become fully
manifest until the demands for those affected academic skills exceed the
individual’s limited capacities (e.g., as in timed tests, reading or writing lengthy
complex reports for a tight deadline, excessively heavy academic loads).

The learning difficulties are not better accounted for by intellectual disabilities,
uncorrected visual or auditory acuity, other mental or neurological disorders,
psychosocial adversity, lack of proficiency in the language of academic
instruction, or inadequate educational instruction.

Note: The four diagnostic criteria are to be met based on a clinical synthesis of the
individual’'s history (developmental, medical, family, educational), school reports, and
psychoeducational assessment.

Coding note: Specify all academic domains and subskills that are impaired. When
more than one domain is impaired, each one should be coded individually according
to the following specifiers.

Specify if:

F81.0 With impairment in reading:
Word reading accuracy
Reading rate or fluency
Reading comprehension
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Note: Dyslexia is an alternative term used to refer to a pattern of learning
difficulties characterized by problems with accurate or fluent word recognition,
poor decoding, and poor spelling abilities. If dyslexia is used to specify this
particular pattern of difficulties, it is important also to specify any additional
difficulties that are present, such as difficulties with reading comprehension or
math reasoning.

F81.81 With impairment in written expression:
Spelling accuracy
Grammar and punctuation accuracy
Clarity or organization of written expression



F81.2 With impairment in mathematics:
Number sense
Memoarization of arithmetic facts
Accurate or fluent calculation
Accurate math reasoning

Note: Dyscalculia is an alternative term used to refer to a pattern of difficulties
characterized by problems processing numerical information, learning
arithmetic facts, and performing accurate or fluent calculations. If dyscalculia is
used to specify this particular pattern of mathematic difficulties, it is important
also to specify any additional difficulties that are present, such as difficulties
with math reasoning or word reasoning accuracy.

Specify current severity:

Mild: Some difficulties learning skills in one or two academic domains, but of
mild enough severity that the individual may be able to compensate or function
well when provided with appropriate accommodations or support services,
especially during the school years.

Moderate: Marked difficulties learning skills in one or more academic domains,
so that the individual is unlikely to become proficient without some intervals of
intensive and specialized teaching during the school years. Some
accommodations or supportive services at least part of the day at school, in the
workplace, or at home may be needed to complete activities accurately and
efficiently.

Severe: Severe difficulties learning skills, affecting several academic domains,
so that the individual is unlikely to learn those skills without ongoing intensive
individualized and specialized teaching for most of the school years. Even with
an array of appropriate accommodations or services at home, at school, or in the
workplace, the individual may not be able to complete all activities efficiently.

Recording Procedures

Each impaired academic domain and subskill of specific learning disorder should be recorded.
Because of ICD coding requirements, impairments in reading, impairments in written expression,
and impairments in mathematics, with their corresponding impairments in subskills, must be
coded and recorded separately. For example, impairments in reading and mathematics and
impairments in the subskills of reading rate or fluency, reading comprehension, accurate or
fluent calculation, and accurate math reasoning would be coded and recorded as F81.0 specific
learning disorder with impairment in reading, with impairment in reading rate or fluency, and
impairment in reading comprehension; F81.2 specific learning disorder with impairment in
mathematics, with impairment in accurate or fluent calculation and impairment in accurate math
reasoning.

Diagnostic Features



Specific learning disorder is a neurodevelopmental disorder with a biological origin that is the
basis for abnormalities at a cognitive level that are associated with the behavioral signs of the
disorder. The biological origin includes an interaction of genetic, epigenetic, and environmental
factors, which affect the brain’s ability to perceive or process verbal or nonverbal information
efficiently and accurately.

One essential feature of specific learning disorder is persistent difficulties learning keystone
academic skills (Criterion A), with onset during the years of formal schooling (i.e., the
developmental period). Key academic skills include reading of single words accurately and
fluently, reading comprehension, written expression and spelling, arithmetic calculation, and
mathematical reasoning (solving mathematical problems). In contrast to talking or walking,
which are acquired developmental milestones that emerge with brain maturation, academic skills
(e.g., reading, spelling, writing, mathematics) have to be taught and learned explicitly. Specific
learning disorder disrupts the normal pattern of learning academic skills; it is not simply a
consequence of lack of opportunity of learning or inadequate instruction. Difficulties mastering
these key academic skills may also impede learning in other academic subjects (e.g., history,
science, social studies), but those problems are attributable to difficulties learning the underlying
academic skills.
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Difficulties learning to map letters with the sounds of one’s language—to read printed words
(often called dyslexia [specific learning disorder with impairment in reading])—is one of the
most common manifestations of specific learning disorder. The learning difficulties manifest as a
range of observable, descriptive behaviors or symptoms (as listed in Criteria A1-A6). These
clinical symptoms may be observed, probed by means of the clinical interview, or ascertained
from school reports, rating scales, or descriptions in previous educational or psychological
assessments. The learning difficulties are persistent, not transitory. In children and adolescents,
persistence is defined as restricted progress in learning (i.e., no evidence that the individual is
catching up with classmates) for at least 6 months despite the provision of extra help at home or
school. For example, difficulties learning to read single words that do not fully or rapidly remit
with the provision of instruction in phonological skills or word identification strategies may
indicate a specific learning disorder. Evidence of persistent learning difficulties may be derived
from cumulative school reports, portfolios of the child’s evaluated work, curriculum-based
measures, or clinical interview. In adults, persistent difficulty refers to ongoing difficulties in
literacy or numeracy skills that manifest during childhood or adolescence, as indicated by
cumulative evidence from school reports, evaluated portfolios of work, or previous assessments.
A second key feature is that the individual’s performance of the affected academic skills is
well below expected for age (Criterion B). One robust clinical indicator of difficulties learning
academic skills is low academic achievement for age or average achievement that is sustainable
only by extraordinarily high levels of effort or support. In children, the low academic skills cause
significant interference in school performance (as indicated by school reports and teacher’s
grades or ratings). Another clinical indicator, particularly in adults, is avoidance of activities that
require the academic skills. Also in adulthood, low academic skills interfere with occupational
performance or everyday activities requiring those skills (as indicated by self-report or report by
others). However, this criterion also requires psychometric evidence from an individually



administered, psychometrically sound and culturally appropriate test of academic achievement
that is norm-referenced or criterion-referenced. Academic skills are distributed along a
continuum, so there is no natural cutpoint that can be used to differentiate individuals with and
without specific learning disorder. Thus, any threshold used to specify what constitutes
significantly low academic achievement (e.g., academic skills well below age expectation) is to a
large extent arbitrary. Low achievement scores on one or more standardized tests or subtests
within an academic domain (i.e., at least 1.5 standard deviations [SD] below the population mean
for age, which translates to a standard score of 78 or less, which is below the 7th percentile) are
needed for the greatest diagnostic certainty. However, precise scores will vary according to the
particular standardized tests that are used. On the basis of clinical judgment, a more lenient
threshold may be used (e.g., 1.0 SD below the population mean for age), when learning
difficulties are supported by converging evidence from clinical assessment, academic history,
school reports, or test scores. Moreover, since standardized tests are not available in all
languages, the diagnosis may then be based in part on clinical judgment of scores on available
test measures.

A third core feature is that the learning difficulties are readily apparent in the early school
years in most individuals (Criterion C). However, in others, the learning difficulties may not
manifest fully until later school years, by which time learning demands have increased and
exceed the individual’s limited capacities.

Another key diagnostic feature is that the learning difficulties are considered “specific” for
four reasons. First, they are not better explained by intellectual developmental disorders
(intellectual developmental disorder [intellectual disability]; global developmental delay);
hearing or vision disorders; or neurological or motor disorders (Criterion D). Specific learning
disorder affects learning in individuals who otherwise demonstrate normal levels of intellectual
functioning (generally estimated by an IQ score of greater than about 70 [+ 5 points allowing for
measurement error]). The phrase “unexpected academic
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underachievement” is often cited as the defining characteristic of specific learning disorder in
that the specific learning disabilities are not part of a more general learning difficulty as
manifested in intellectual developmental disorder or global developmental delay.

Second, the learning difficulty cannot be attributed to more general external factors, such as
economic or environmental disadvantage, chronic absenteeism, or lack of education as typically
provided in the individual’s community context. Third, the learning difficulty cannot be
attributed to neurological (e.g., pediatric stroke) or motor disorders or to vision or hearing
disorders, which are often associated with problems learning academic skills but are
distinguishable by presence of neurological signs. Finally, the learning difficulty may be
restricted to one academic skill or domain (e.g., reading single words, retrieving or calculating
number facts).

Specific learning disorder may also occur in individuals identified as intellectually “gifted.”
These individuals may be able to sustain apparently adequate academic functioning by using
compensatory strategies, extraordinarily high effort, or support, until the learning demands or
assessment procedures (e.g., timed tests) pose barriers to their demonstrating their learning or
accomplishing required tasks. In these cases, the individual’s achievement scores will be low



relative to ability level or achievement in other domains, rather than to the population mean for
achievement.

Comprehensive assessment is required. Specific learning disorder can only be diagnosed
after formal education starts but can be diagnosed at any point afterward in children, adolescents,
or adults, providing there is evidence of onset during the years of formal schooling (i.e., the
developmental period). No single data source is sufficient for a diagnosis of specific learning
disorder. Rather, specific learning disorder is a clinical diagnosis based on a synthesis of the
individual’s medical, developmental, educational, and family history; the history of the learning
difficulty, including its previous and current manifestation; the impact of the difficulty on
academic, occupational, or social functioning; previous or current school reports; portfolios of
work requiring academic skills; curriculum-based assessments; and previous or current scores
from individual standardized tests of academic achievement. If an intellectual, sensory,
neurological, or motor disorder is suspected, then the clinical assessment for specific learning
disorder should also include methods appropriate for these disorders. Thus, comprehensive
assessment will involve professionals with expertise in specific learning disorder and
psychological/cognitive assessment. Since specific learning disorder typically persists into
adulthood, reassessment is rarely necessary, unless indicated by marked changes in the learning
difficulties (amelioration or worsening) or requested for specific purposes.

Associated Features

The symptoms of specific learning disorder (difficulty with aspects of reading, writing, or
mathematics) frequently co-occur. An uneven profile of abilities is common, such as a
combination of above-average abilities in drawing, design, and other visuospatial abilities, and
slow, effortful, and inaccurate reading and poor reading comprehension and written expression.
Specific learning disorder is frequently but not invariably preceded, in preschool years, by delays
in attention, language, or motor skills that may persist and co-occur with specific learning
disorder.

Individuals with specific learning disorder typically (but not invariably) exhibit poor
performance on psychological tests of cognitive processing. However, it remains unclear
whether these cognitive abnormalities are the cause, correlate, or consequence of the learning
difficulties. Cognitive deficits associated with difficulties learning to read words are well
documented, and there is a burgeoning understanding of the cognitive deficits associated with
difficulty acquiring mathematics skills, but cognitive deficits associated with other
manifestations of specific learning disorder (e.g., reading comprehension, written expression) are
underspecified.
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Although individual cognitive deficits particularly contribute to each specific learning
disorder symptom, some cognitive deficits are shared across different specific learning disorder
subtypes (e.g., processing speed) and may contribute to co-occurring symptoms of specific
learning disorder. The co-occurring nature of the symptoms of specific learning disorder and the
shared cognitive deficits across the specific learning disorder subtypes suggest shared underlying
biological mechanisms.

Thus, individuals with similar behavioral symptoms or test scores are found to have a variety



of cognitive deficits, and many of these processing deficits are also found in other
neurodevelopmental disorders (e.g., attention-deficit/hyperactivity disorder [ADHD], autistic
spectrum disorder, communication disorders, developmental coordination disorder).

As a group, individuals with the disorder show circumscribed alterations in cognitive
processing and brain structure and function. Genetic differences are also evident at the group
level. However, cognitive testing, neuroimaging, or genetic testing are not useful for diagnosis at
this time, and assessment of cognitive processing deficits is not required for diagnostic
assessment.

Prevalence

The prevalence of specific learning disorder across the academic domains of reading, writing,
and mathematics is 5%—15% among school-age children in Brazil, Northern Ireland, and the
United States. Prevalence in adults is unknown.

Development and Course

Onset, recognition, and diagnosis of specific learning disorder usually occur during the
elementary school years when children are required to learn to read, spell, write, and learn
mathematics. However, precursors such as language delays or deficits, difficulties in rhyming or
counting, or difficulties with fine motor skills required for writing commonly occur in early
childhood before the start of formal schooling.

Manifestations may be behavioral (e.g., a reluctance to engage in learning; oppositional
behavior). Specific learning disorder is lifelong, but the course and clinical expression are
variable, in part depending on the interactions among the task demands of the environment, the
range and severity of the individual’s learning difficulties, the individual’s learning abilities,
comorbidity, and the available support systems and intervention. Nonetheless, problems with
reading fluency and comprehension, spelling, written expression, and numeracy skills in
everyday life typically persist into adulthood.

Changes in manifestation of symptoms occur with age, so that an individual may have a
persistent or shifting array of learning difficulties across the lifespan. Adults with specific
learning disorder appear to experience limitations and restrictions in activity and participation in
domains of communication, interpersonal interactions and community, and social and civic life.

Examples of symptoms that may be observed among preschool-age children include a lack of
interest in playing games with language sounds (e.g., repetition, rhyming), and they may have
trouble learning nursery rhymes. Preschool children with specific learning disorder may
frequently use baby talk, mispronounce words, and have trouble remembering names of letters,
numbers, or days of the week. They may fail to recognize letters in their own names and have
trouble learning to count. Kindergarten-age children with specific learning disorder may be
unable to recognize and write letters, may be unable to write their own names, or may have
persistent use of invented spelling beyond developmentally typical time frames.

They may have trouble breaking down spoken words into syllables (e.g., “cowboy” into
“cow” and “boy”) and trouble recognizing words that rhyme (e.g., cat, bat, hat). Kindergarten-
age children also may have trouble connecting letters with their sounds (e.g., letter b makes the
sound /b/) and may be unable to recognize phonemes (e.g., do not know which in a set of words
[e.g., dog, man, car] starts with the same sound as “cat”).



Specific learning disorder in elementary school—age children typically manifests as marked
difficulty learning letter-sound correspondence (particularly in English-speaking children),
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fluent word decoding, spelling, or math facts; reading aloud is slow, inaccurate, and effortful,
and some children struggle to understand the magnitude that a spoken or written number
represents. Children in primary grades (grades 1-3) may continue to have problems recognizing
and manipulating phonemes, be unable to read common one-syllable words (such as mat or top),
and be unable recognize common irregularly spelled words (e.g., said, two). They may commit
reading errors that indicate problems in connecting sounds and letters (e.g., “big” for “got”) and
have difficulty sequencing numbers and letters. Children in grades 1-3 also may have difficulty
remembering number facts or arithmetic procedures for adding, subtracting, and so forth, and
may complain that reading or arithmetic is hard and avoid doing it. Children with specific
learning disorder in the middle grades (grades 4-6) may mispronounce or skip parts of long,
multisyllable words (e.g., say “conible” for “convertible,” “aminal” for “animal”) and confuse
words that sound alike (e.g., “tornado” for “volcano”). They may have trouble remembering
dates, names, and telephone numbers and may have trouble completing homework or tests on
time. Children in the middle grades also may have poor comprehension with or without slow,
effortful, and inaccurate reading, and they may have trouble reading small function words (e.g.,
that, the, an, in). They may have very poor spelling and poor written work. They may get the first
part of a word correctly, then guess wildly (e.g., read “clover” as “clock”), and may express fear
of reading aloud or refuse to read aloud.

By contrast, adolescents may have mastered word decoding, but reading remains slow and
effortful, and they are likely to show marked problems in reading comprehension and written
expression (including poor spelling) and poor mastery of math facts or mathematical problem
solving. During adolescence and into adulthood, individuals with specific learning disorder may
continue to make numerous spelling mistakes and read single words and connected text slowly
and with much effort, with trouble pronouncing multisyllable words. They may frequently need
to reread material to understand or get the main point and have trouble making inferences from
written text. Adolescents and adults may avoid activities that demand reading or arithmetic
(reading for pleasure, reading instructions). Adults with specific learning disorder have ongoing
spelling problems, slow and effortful reading, or problems making important inferences from
numerical information in work-related written documents. They may avoid both leisure and
work-related activities that demand reading or writing or use alternative approaches to access
print (e.g., text-to-speech/speech-to-text software, audiobooks, audiovisual media).

An alternative clinical expression is that of circumscribed learning difficulties that persist
across the lifespan, such as an inability to master the basic sense of number (e.g., to know which
of a pair of numbers or dots represents the larger magnitude), or lack of proficiency in word
identification or spelling. Avoidance of or reluctance to engage in activities requiring academic
skills is common in children, adolescents, and adults. Individuals with poor reading and math
skills are more likely to report socioemotional distress (e.g., sadness, loneliness) as they advance
across elementary grade levels.

Episodes of severe anxiety or anxiety disorders, including somatic complaints or panic
attacks, are common across the lifespan and accompany both the circumscribed and the broader



expression of learning difficulties.

Risk and Prognostic Factors

Environmental. Epvironmental factors, including socioeconomic conditions (e.g., low
socioeconomic status) and exposure to neurotoxicants, increase the risk for specific learning
disorder or difficulties in reading and mathematics. Risks for specific learning disorder or
difficulties in reading and mathematics include prenatal or early-life exposure to any of the
following: air pollution, nicotine, polybrominated diphenyl ethers or polychlorinated biphenyls
(flame retardants), lead, or manganese.

Genetic and physiological. Specific learning disorder appears to aggregate in families, particularly
when affecting reading, mathematics, and spelling. The relative risk of specific
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learning disorder in reading or mathematics is substantially higher (e.g., 4-8 times and 5-10
times higher, respectively) in first-degree relatives of individuals with these learning difficulties
compared with those without them. Notably, rates vary depending on method of ascertainment
(objective testing or self-report) of parent diagnostic status. Family history of reading difficulties
(dyslexia) and parental literacy skills predict literacy problems or specific learning disorder in
offspring, indicating the combined role of genetic and environmental factors.

There is high heritability for both reading ability and reading disability in alphabetic and
nonalphabetic languages, including high heritability for most manifestations of learning abilities
and disabilities (e.g., heritability estimate values greater than 0.6). Covariation between various
manifestations of learning difficulties is high, suggesting that genes related to one presentation
are highly correlated with genes related to another manifestation.

Preterm delivery or very low birthweight is a risk for specific learning disorder. In
individuals with neurofibromatosis type 1, risk of specific learning disorder is high, with up to
75% of individuals demonstrating a learning disorder.

Course modifiers. Marked problems with inattentive, internalizing, and externalizing behaviors in
preschool years are predictive of later difficulties in reading and mathematics (but not necessarily
specific learning disorder) and nonresponse to effective academic interventions. Language
impairment in preschool years is strongly associated with later impairment in reading (e.g., word
reading, reading comprehension). For example, delay or disorders in speech or language, or
impaired cognitive processing (e.g., phonological awareness, working memory, rapid serial
naming), may predict later specific learning disorder in reading and in written expression.
Additionally, a diagnosis of ADHD in childhood is associated with underachievement in reading
and math in adulthood. Comorbidity with ADHD is predictive of worse mental health outcome
than that associated with specific learning disorder without ADHD. Systematic, intensive,
individualized instruction, using evidence-based interventions, may improve or ameliorate the
learning difficulties in some individuals or promote the use of compensatory strategies in others,
thereby mitigating the otherwise poor outcomes.

Culture-Related Diagnostic Issues

Specific learning disorder occurs across linguistic and ethnoracial backgrounds and across



cultural and socioeconomic contexts but may vary in its manifestation according to the nature of
the spoken and written symbol systems and cultural and educational practices. For example, the
cognitive processing requirements of reading and of working with numbers vary greatly across
orthographies. In the English language, the observable hallmark clinical symptom of difficulties
learning to read is inaccurate and slow reading of single words; in other alphabetic languages
that have more direct mapping between sounds and letters (e.g., Spanish, German) and in
nonalphabetic languages (e.g., Chinese, Japanese), the hallmark feature is slow but accurate
reading. In English-language learners, assessment should include consideration of whether the
source of reading difficulties is a limited proficiency with English or a specific learning disorder.
Risk factors for specific learning disorder in English-language learners include a family history
of specific learning disorder or language delay in the native language, as well as learning
difficulties and deficits in phonological memory in English and failure to catch up with peers. If
there is suspicion of cultural or language differences (e.g., that an English-language learner is
influenced by limited English proficiency), the assessment needs to take into account the
individual’s language proficiency in his or her first or native language as well as in the second
language (in this example, English). Importantly, children who speak a language at home that
differs phonologically from the language of academic instruction are not more likely to have
phonological deficits than their peers who speak the same language at home and at school.
Comorbid reading difficulties may vary with different languages; for example, reading
difficulties are less frequent among Chinese-reading children with developmental coordination
disorder in Taiwan compared
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with children in English-speaking countries, possibly because of the characteristics of the two
written languages (logographic vs. alphabetic). Considerations in assessment may include the
linguistic and cultural context in which the individual is living, as well as his or her educational
and learning history in the original linguistic and cultural context. Risk factors for learning
problems among refugee and migrant children include teacher stereotyping and low expectations,
bullying, ethnic and racialized discrimination, parental misunderstandings about educational
styles and expectations, trauma, and postmigration stressors.

Sex- and Gender-Related Diagnostic Issues

Specific learning disorder is more common in males than in females (ratios range from about 2:1
to 3:1) and cannot be attributed to factors such as ascertainment bias, definitional or
measurement variation, language, ethnoracial background, or socioeconomic status. Sex
differences in dyslexia (specific learning disorder with impairment in reading) may be partially
mediated by processing speed.

Association With Suicidal Thoughts or Behavior

In U.S. adolescents age 15 years in public school, poor reading ability was associated with
suicidal thoughts and behavior compared with adolescents with typical reading scores, even
when controlling for sociodemographic and psychiatric variables. In a population-based study of
adults in Canada, prevalence of lifetime suicide attempts among those with specific learning
disorder was higher than that among those without a specific learning disorder, even after



adjustment for childhood adversities, history of mental illness and substance use, and
sociodemographic factors. Among those with specific learning disorder, a history of witnessing
chronic parental domestic violence and ever having had a major depressive disorder were
associated with increased risk for suicidal behavior.

Functional Consequences of Specific Learning Disorder

Specific learning disorder can have negative functional consequences across the lifespan,
including lower academic attainment, higher rates of high school dropout, lower rates of
postsecondary education, high levels of psychological distress and poorer overall mental health,
higher rates of unemployment and underemployment, and lower incomes. School dropout and
co-occurring depressive symptoms increase the risk for poor mental health outcomes, including
suicidal thoughts or behavior, whereas high levels of social or emotional support predict better
mental health outcomes.

Differential Diagnosis

Normal variations in academic attainment. Specific learning disorder is distinguished from normal
variations in academic attainment attributable to external factors (e.g., lack of educational
opportunity, consistently poor instruction, learning in a second language), because the learning
difficulties persist in the presence of adequate educational opportunity and exposure to the same
instruction as the peer group, and competency in the language of instruction, even when it is
different from one’s primary spoken language.

Intellectual developmental disorder (intellectual disability). Specific 1eaming disorder differs from
general learning difficulties associated with intellectual developmental disorder, because the
learning difficulties occur in the presence of normal levels of intellectual functioning (i.e., IQ
score of at least 70 + 5). If intellectual developmental disorder is present, specific learning
disorder can be diagnosed only when the learning difficulties are in excess of those usually
associated with the intellectual developmental disorder.

Learning difficulties due to neurological or sensory disorders. Specific 1eammg disorder is

distinguished from learning difficulties due to neurological or sensory disorders
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(e.g., pediatric stroke, traumatic brain injury, hearing impairment, vision impairment), because in
these cases there are abnormal findings on neurological examination.

Neurocognitive disorders. Specific learning disorder is distinguished from learning problems
associated with neurodegenerative cognitive disorders. In specific learning disorder, the clinical
expression of specific learning difficulties occurs during the developmental period, which
sometimes only becomes evident when learning demands have increased and exceed the
individual’s limited capacities (as may occur in adulthood), and the difficulties do not manifest
as a marked decline from a former state.

Attention-deficit/hyperactivity disorder. Specific learning disorder is distinguished from the poor
academic performance associated with ADHD, because in the latter condition the problems may
not necessarily reflect specific difficulties in learning academic skills but rather may reflect
difficulties in performing those skills. However, the co-occurrence of specific learning disorder



and ADHD is more frequent than expected by chance. If criteria for both disorders are met, both
diagnoses can be given.

Psychotic disorders. Specific learning disorder is distinguished from the cognitive-processing
difficulties associated with schizophrenia or other psychotic disorders, because with these
disorders there is a decline (often rapid) in these functional domains. However, deficits in
reading ability are more severe in specific learning disorder than what would be predicted by the
general cognitive impairments associated with schizophrenia. If criteria for both disorders are
met, both diagnoses can be given.

Comorbidity

The different types of specific learning disorder commonly co-occur with one another (e.g.,
specific learning disorder with impairment in mathematics and with impairment in reading) and
with other neurodevelopmental disorders (e.g., ADHD, communication disorders, developmental
coordination disorder, autism spectrum disorder) or other mental disorders (e.g., anxiety and
depressive disorders) or behavioral problems. Notably, estimates of the comorbidity of math and
reading difficulties vary depending on the tests used to define the math difficulty, likely because
the same symptom (e.g., arithmetic problems) can be associated with different cognitive deficits
(e.g., a deficit in language skills or a deficit in number processing). These comorbidities do not
necessarily exclude the diagnosis of specific learning disorder but may make testing and
differential diagnosis more difficult, because each of the co-occurring disorders independently
interferes with the execution of activities of daily living, including learning. Thus, clinical
judgment is required to attribute such impairment to learning difficulties. If there is an indication
that another diagnosis could account for the difficulties learning keystone academic skills
described in Criterion A, specific learning disorder should not be diagnosed.

Motor Disorders

Developmental Coordination Disorder

Diagnostic Criteria F82

A. The acquisition and execution of coordinated motor skills is substantially below
that expected given the individual's chronological age and opportunity for skill
learning and use. Difficulties are manifested as clumsiness (e.g., dropping or
bumping into
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objects) as well as slowness and inaccuracy of performance of motor skills (e.qg.,
catching an object, using scissors or cutlery, handwriting, riding a bike, or
participating in sports).



B. The motor skills deficit in Criterion A significantly and persistently interferes with
activities of daily living appropriate to chronological age (e.g., self-care and self-
maintenance) and impacts academic/school productivity, prevocational and
vocational activities, leisure, and play.

C. Onset of symptoms is in the early developmental period.

D. The motor skills deficits are not better explained by intellectual developmental
disorder (intellectual disability) or visual impairment and are not attributable to a
neurological condition affecting movement (e.g., cerebral palsy, muscular
dystrophy, degenerative disorder).

Diagnostic Features

The diagnosis of developmental coordination disorder is made by a clinical synthesis of the
history (developmental and medical), physical examination, school or workplace report, and
individual assessment using psychometrically sound and culturally appropriate standardized
tests. The manifestation of impaired skills requiring motor coordination (Criterion A) varies with
age. Young children may be delayed in achieving motor milestones (i.e., sitting, crawling,
walking), although many achieve typical motor milestones. They also may be delayed in
developing skills such as negotiating stairs, pedaling, buttoning shirts, completing puzzles, and
using zippers. Even when the skill is achieved, movement execution may appear awkward, slow,
or less precise than that of peers. Older children and adults may display slow speed or inaccuracy
with motor aspects of activities such as assembling puzzles, building models, playing ball games
(especially in teams), handwriting, typing, driving, or carrying out self-care skills.

Developmental coordination disorder is diagnosed only if the impairment in motor skills
significantly interferes with the performance of, or participation in, daily activities in family,
social, school, or community life (Criterion B). Examples of such activities include getting
dressed, eating meals with age-appropriate utensils and without mess, engaging in physical
games with others, using specific tools in class such as rulers and scissors, and participating in
team exercise activities at school. Not only is ability to perform these actions impaired, but also
marked slowness in execution is common. Handwriting competence is frequently affected,
consequently affecting legibility and/or speed of written output and affecting academic
achievement (the impact is distinguished from specific learning difficulty by the emphasis on the
motoric component of written output skills). In adults, everyday skills in education and work,
especially those in which speed and accuracy are required, are affected by coordination
problems.

Criterion C states that the onset of symptoms of developmental coordination disorder must be
in the early developmental period. However, developmental coordination disorder is typically
not diagnosed before age 5 years because there is considerable variation in the age at acquisition
of many motor skills or a lack of stability of measurement in early childhood (e.g., some children
catch up) or because other causes of motor delay may not have fully manifested.

Criterion D specifies that the diagnosis of developmental coordination disorder is made if the
coordination difficulties are not better explained by visual impairment or attributable to a
neurological condition. Thus, visual function examination and neurological examination must be
included in the diagnostic evaluation. If intellectual developmental disorder (intellectual



disability) is present, the motor difficulties are in excess of those expected for the mental age;
however, no IQ cutoff or discrepancy criterion is specified.

Developmental coordination disorder does not have discrete subtypes; however, individuals
may be impaired predominantly in gross motor skills or in fine motor skills, including
handwriting skills.

Other terms used to describe developmental coordination disorder include childhood
dyspraxia, specific developmental disorder of motor function, and clumsy child syndrome.
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Associated Features

Some children with developmental coordination disorder show additional (usually suppressed)
motor activity, such as choreiform movements of unsupported limbs or mirror movements. These
“overflow” movements are referred to as neurodevelopmental immaturities or neurological soft
signs rather than neurological abnormalities. In both current literature and clinical practice, their
role in diagnosis is still unclear, requiring further evaluation.

Prevalence

The prevalence of developmental coordination disorder in children ages 5-11 years ranges from
5% to 8% cross-nationally (in the United Kingdom, 1.8% of children age 7 years are diagnosed
with severe developmental coordination disorder and 3% with probable developmental
coordination disorder); and 7%-8% in Canada, Sweden, and Taiwan. Males are more often
affected than females, with a male:female ratio between 2:1 and 7:1.

Development and Course

The course of developmental coordination disorder is variable but stable at least to 1-year and 2-
year follow-up. Although there may be improvement in the longer term, problems with
coordinated movements continue through adolescence in an estimated 50%—70% of children.
Onset is in early childhood. Delayed motor milestones may be the first signs, or the disorder is
first recognized when the child attempts tasks such as holding a knife and fork, buttoning
clothes, or playing ball games. In middle childhood, there are difficulties with motor aspects of
assembling puzzles, building models, playing ball, and handwriting, as well as with organizing
belongings, when motor sequencing and coordination are required. In early adulthood, there is
continuing difficulty in learning new tasks involving complex/automatic motor skills, including
driving and using tools. Inability to take notes and handwrite quickly may affect performance in
the workplace. Co-occurrence with other disorders (see the section “Comorbidity” for this
disorder) has an additional impact on presentation, course, and outcome.

Risk and Prognostic Factors

Environmental. Developmental coordination disorder is associated with prematurity and low birth
weight and with prenatal exposure to alcohol.

Genetic and physiological. [mpairments in underlying neurodevelopmental processes have been
found in visual-motor skills, including both visual-motor perception and spatial mentalizing.
Cerebellar dysfunction, which affects the ability to make rapid motoric adjustments as the



complexity of the required movements increases, may also be involved. However, the precise
neural basis of developmental coordination disorder remains unclear. Because of the co-
occurrence of developmental coordination disorder with other neurodevelopmental disorders,
including attention-deficit/hyperactivity disorder (ADHD), specific learning disabilities, and
autism spectrum disorder, shared genetic effect has been proposed. However, consistent co-
occurrence in twins appears only in severe cases.

Course modifiers. Tndividuals with ADHD and with developmental coordination disorder
demonstrate more impairment than individuals with ADHD without developmental coordination
disorder.

Culture-Related Diagnostic Issues

Developmental coordination disorder occurs across cultural, ethnoracial, and socioeconomic
contexts. At the same time, cultural variations in motor development (both accelerated and
delayed relative to U.S. norms) have been reported. These appear to be associated with
caregiving practices related to expectations of independent mobility during development,
inadequate opportunities for mobility among children in severe poverty, and differences in
measurement methodology. By definition, “activities of daily living” implies cultural differences

88

necessitating consideration of the context in which the individual child is living as well as
whether the child has had appropriate opportunities to learn and practice such activities. Higher
prevalence of developmental coordination disorder in studies of children from some low- and
middle-income countries may reflect the impact of socioeconomic disadvantage on motor
development.

Functional Consequences of Developmental Coordination Disorder

Developmental coordination disorder leads to impaired functional performance in activities of
daily living (Criterion B), and the impairment is increased with co-occurring conditions.
Consequences of developmental coordination disorder include reduced participation in team play
and sports; poor self-esteem and sense of self-worth; emotional or behavioral problems; impaired
academic achievement; poor physical fitness; reduced physical activity and obesity; and poor
health-related quality of life.

Differential Diagnosis

Motor impairments due to another medical condition. Pproblems in coordination may be associated
with visual function impairment and specific neurological disorders (e.g., cerebral palsy,
progressive lesions of the cerebellum, neuromuscular disorders). In such cases, there are
additional findings on neurological examination.

Intellectual developmental disorder (intellectual disability). [f intellectual developrnental disorder is
present, motor competences may be impaired in accordance with the intellectual disability.
However, if the motor difficulties are in excess of what could be accounted for by the intellectual
developmental disorder, and criteria for developmental coordination disorder are met,
developmental coordination disorder can be diagnosed as well.



Attention-deficit/hyperactivity disorder. Tndividuals with ADHD may fall, bump into objects, or
knock things over. Careful observation across different contexts is required to ascertain if lack of
motor competence is attributable to distractibility and impulsiveness rather than to
developmental coordination disorder. If criteria for both ADHD and developmental coordination
disorder are met, both diagnoses can be given.

Autism spectrum disorder. Tpdividuals with autism spectrum disorder may be uninterested in
participating in tasks requiring complex coordination skills, such as ball sports, which will affect
test performance and function but not reflect core motor competence. Co-occurrence of
developmental coordination disorder and autism spectrum disorder is common. If criteria for
both disorders are met, both diagnoses can be given.

Joint hypermobility syndrome. Tpdividuals with syndromes causing hyperextensible joints (found
on physical examination; often with a complaint of pain) may present with symptoms similar to
those of developmental coordination disorder.

Comorbidity

Disorders that commonly co-occur with developmental coordination disorder include
communication disorders; specific learning disorder (especially reading and writing); problems
of inattention, including ADHD (the most frequent coexisting condition, with about 50% co-
occurrence); autism spectrum disorder; disruptive and emotional behavior problems; and joint
hypermobility syndrome. Different clusters of co-occurrence may be present (e.g., a cluster with
severe reading disorders, fine motor problems, and handwriting problems; another cluster with
impaired movement control and motor planning). Presence of other disorders does not exclude
developmental coordination disorder but may make testing more difficult and may independently
interfere with the execution of activities of daily living, thus requiring examiner judgment in
ascribing impairment to motor skills.
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Stereotypic Movement Disorder

Diagnostic Criteria F98.4

A. Repetitive, seemingly driven, and apparently purposeless motor behavior (e.g.,
hand shaking or waving, body rocking, head banging, self-biting, hitting own
body).

B. The repetitive motor behavior interferes with social, academic, or other activities
and may result in self-injury.

C. Onsetis in the early developmental period.

D. The repetitive motor behavior is not attributable to the physiological effects of a
substance or neurological condition and is not better explained by another
neurodevelopmental or mental disorder (e.g., trichotillomania [hair-pulling
disorder], obsessive-compulsive disorder).



Specify if:
With self-injurious behavior (or behavior that would result in an injury if
preventive measures were not used)
Without self-injurious behavior

Specify if:
Associated with a known genetic or other medical condition,
neurodevelopmental disorder, or environmental factor (e.g., Lesch-Nyhan

syndrome, intellectual developmental disorder [intellectual disability], intrauterine
alcohol exposure)

Coding note: Use additional code to identify the associated genetic or other
medical condition, neurodevelopmental disorder, or environmental factor.

Specify current severity:
Mild: Symptoms are easily suppressed by sensory stimulus or distraction.

Moderate: Symptoms require explicit protective measures and behavioral
modification.

Severe: Continuous monitoring and protective measures are required to prevent
serious injury.

Recording Procedures

For stereotypic movement disorder that is associated with a known genetic or other medical
condition, neurodevelopmental disorder, or environmental factor, record stereotypic movement
disorder associated with (name of condition, disorder, or factor) (e.g., stereotypic movement
disorder associated with Lesch-Nyhan syndrome).

Specifiers

The severity of non-self-injurious stereotypic movements ranges from mild presentations that are
easily suppressed by a sensory stimulus or distraction to continuous movements that markedly
interfere with all activities of daily living. Self-injurious behaviors range in severity along
various dimensions, including the frequency, impact on adaptive functioning, and severity of
bodily injury (from mild bruising or erythema from hitting hand against body, to lacerations or
amputation of digits, to retinal detachment from head banging).

Diagnostic Features

The essential feature of stereotypic movement disorder is repetitive, seemingly driven, and
apparently purposeless motor behavior (Criterion A). These behaviors are often rhythmical
movements of the head, hands, or body without obvious adaptive function. The movements may
or may not respond to efforts to stop them. Among typically developing children, the repetitive
movements can usually be stopped when attention is directed to them
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or when the child is distracted from performing them. Among children with neurodevelopmental



disorders, the behaviors are typically less responsive to such efforts. In other cases, the
individual demonstrates self-restraining behaviors (e.g., sitting on hands, wrapping arms in
clothing, finding a protective device).

The repertoire of behaviors is variable; each individual presents with his or her own
individually patterned, “signature” behavior. Examples of non-self-injurious stereotypic
movements include, but are not limited to, body rocking, bilateral flapping or rotating hand
movements, flicking or fluttering fingers in front of the face, arm waving or flapping, and head
nodding; mouth stretching is commonly seen in association with upper limb movements.
Stereotyped self-injurious behaviors include, but are not limited to, repetitive head banging, face
slapping, eye poking, and biting of hands, lips, or other body parts. Eye poking is particularly
concerning; it occurs more frequently among children with visual impairment. Multiple
movements may be combined (e.g., cocking the head, rocking the torso, waving a small string
repetitively in front of the face).

Stereotypic movements may occur many times during a day, lasting a few seconds to several
minutes or longer. Frequency can vary from many occurrences in a single day to several weeks
elapsing between episodes. The behaviors vary in context, occurring when the individual is
engrossed in other activities, when excited, stressed, fatigued, or bored. Criterion A requires that
the movements be “apparently” purposeless. However, some functions may be served by the
movements. For example, stereotypic movements might reduce anxiety in response to external
Stressors.

Criterion B requires that the stereotypic movements interfere with social, academic, or other
activities and, in some children, may result in self-injury (or would if protective measures were
not used). The presence or absence of self-injurious behavior should be indicated using the
specifiers “with self-injurious behavior” or “without self-injurious behavior.” Onset of
stereotypic movements is in the early developmental period (Criterion C). Criterion D requires
that the repetitive, stereotyped behavior in stereotypic movement disorder is not attributable to
the physiological effects of a substance or neurological condition and is not better explained by
another neurodevelopmental or mental disorder. The presence of stereotypic movements may
indicate an undetected neurodevelopmental problem, especially in children ages 1-3 years.

Prevalence

Simple stereotypic movements (e.g., rocking) are common in young typically developing
children (e.g., 5%-19% in the United Kingdom and United States). Complex stereotypic
movements are much less common (occurring in approximately 3%—4%). Between 4% and 16%
of individuals with intellectual developmental disorder (intellectual disability) in samples from
high-income countries engage in stereotypy and self-injury. The risk is greater in individuals
with severe intellectual developmental disorder. Among individuals with intellectual
developmental disorder living in residential facilities, 10%—15% may have stereotypic
movement disorder with self-injury. Repetitive and restricted behaviors and interests may be risk
markers for the onset of self-injury, aggression, and destruction in children with severe
intellectual developmental disorder.

Development and Course

Stereotypic movements typically begin within the first 3 years of life. Simple stereotypic



movements are common in infancy and may be involved in acquisition of motor mastery. In
children who develop complex motor stereotypies, approximately 80% exhibit symptoms before
age 24 months, 12% between 24 and 35 months, and 8% at 36 months or older. In most typically
developing children, the severity and frequency of stereotyped movements diminish over time.
Onset of complex motor stereotypies may be in infancy or later in the developmental period.
Among individuals with intellectual developmental
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disorder, the stereotyped, self-injurious behaviors may persist for years, even though the
typography or pattern of self-injury may change.

Risk and Prognostic Factors

Environmental. Social isolation is a risk factor for self-stimulation that may progress to
stereotypic movements with repetitive self-injury. Environmental stress may also trigger
stereotypic behavior. Fear may alter physiological state, resulting in increased frequency of
stereotypic behaviors.

Genetic and physiological.  Stereotypic movement disorder is believed to be somewhat heritable
based on the high frequency of cases that have a positive family history of motor stereotypies.
Significant reduction in the putamen volume in children with stereotypies suggests that distinct
cortical-striatal pathways associated with habitual behaviors (i.e., premotor to posterior putamen
circuits) may be the underlying anatomical site in complex motor stereotypies. Lower cognitive
functioning is linked to greater risk for stereotypic behaviors and poorer response to
interventions. Stereotypic movements are more frequent among individuals with moderate-to-
severe/profound intellectual developmental disorder, who by virtue of a particular syndrome
(e.g., Rett syndrome) or environmental factor (e.g., an environment with relatively insufficient
stimulation) seem to be at higher risk for stereotypies. Repetitive self-injurious behavior may be
a behavioral phenotype in neurogenetic syndromes. For example, in Lesch-Nyhan syndrome,
there are both stereotypic dystonic movements and self-mutilation of fingers, lip biting, and other
forms of self-injury unless the individual is restrained, and in Rett syndrome and Cornelia de
Lange syndrome, self-injury may result from the hand-to-mouth stereotypies. Stereotypic
behaviors may also result from a painful medical condition (e.g., middle ear infection, dental
problems, gastroesophageal reflux).

Culture-Related Diagnostic Issues

Stereotypic repetitive behaviors, with or without self-injury, variedly manifest in many cultures.
Cultural attitudes toward unusual behaviors may result in delayed diagnosis. Overall cultural
tolerance and attitudes toward stereotypic movement vary and must be considered.

Differential Diagnosis

Normal development. Simple stereotypic movements are common in infancy and early childhood.
Rocking may occur in the transition from sleep to awake, a behavior that usually resolves with
age. Complex stereotypies are less common in typically developing children and can usually be
suppressed by distraction or sensory stimulation. The individual’s daily routine is rarely affected,



and the movements generally do not cause the child distress. The diagnosis would not be
appropriate in these circumstances.

Autism spectrum disorder.  Stereotypic movements may be a presenting symptom of autism
spectrum disorder and should be considered when repetitive movements and behaviors are being
evaluated. Deficits of social communication and reciprocity manifesting in autism spectrum
disorder are generally absent in stereotypic movement disorder, and thus social interaction, social
communication, and rigid repetitive behaviors and interests are distinguishing features. When
autism spectrum disorder is present, stereotypic movement disorder is diagnosed only when there
is self-injury or when the stereotypic behaviors are sufficiently severe to become a focus of
treatment.

Tic disorders. Typically, stereotypies have an earlier age at onset (before 3 years) than do tics,
which have a mean age at onset of 4-6 years. They also are consistent and fixed in their pattern
or topography compared with tics, which are variable in their presentation,
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typically changing in character over time. Stereotypies may involve arms, hands, or the entire
body, while tics commonly involve eyes, face, head, and shoulders. Stereotypies are more fixed,
rhythmic, and prolonged in duration than tics, which, generally, are brief, rapid, random, and
fluctuating. Stereotypies are ego-syntonic (children enjoy them) as opposed to tics, which are
usually ego-dystonic. Tics wax and wane in location and time and are uniquely associated with
premonitory urge (a physical feeling that precedes many tic movements). Tics and stereotypic
movements are both reduced by distraction.

Obsessive-compulsive and related disorders. Stereotypic movement disorder is distinguished from
obsessive-compulsive disorder (OCD) by the absence of obsessions, as well as by the nature of
the repetitive behaviors. In OCD the individual feels driven to perform repetitive behaviors in
response to an obsession or according to rules that must be applied rigidly, whereas in
stereotypic movement disorder the behaviors are seemingly driven but apparently purposeless.
Trichotillomania (hair-pulling disorder) and excoriation (skin-picking) disorder are characterized
by body-focused repetitive behaviors (i.e., hair pulling and skin picking) that may be seemingly
driven but that are not apparently purposeless, and that may not be patterned or rhythmical.
Furthermore, onset in trichotillomania and excoriation disorder is not typically in the early
developmental period, but rather around puberty or later.

Other neurological and medical conditions. The diagnosis of stereotypic movements requires the
exclusion of habits, mannerisms, paroxysmal dyskinesias, and benign hereditary chorea. A
neurological history and examination are required to assess features suggestive of other
disorders, such as myoclonus, dystonia, tics, and chorea. Involuntary movements associated with
a neurological condition may be distinguished by their signs and symptoms. For example,
repetitive, stereotypic movements in tardive dyskinesia can be distinguished by a history of
chronic neuroleptic use and characteristic oral or facial dyskinesia or irregular trunk or limb
movements. These types of movements do not result in self-injury. Stereotypies are a common
manifestation of a variety of neurogenetic disorders, such as Lesch-Nyhan syndrome, Rett
syndrome, fragile X syndrome, Cornelia de Lange syndrome, and Smith-Magenis syndrome. For
stereotypic movement disorder that is associated with a known genetic or other medical



condition, neurodevelopmental disorder, or environmental factor, record stereotypic movement
disorder associated with (name of condition, disorder, or factor) (e.g., stereotypic movement
disorder associated with Lesch-Nyhan syndrome).

Substance-induced repetitive behaviors. A diagnosis of stereotypic movement disorder is not
appropriate for repetitive skin picking or scratching associated with amphetamine intoxication or
abuse. In such cases, the diagnosis substance/medication-induced obsessive-compulsive and
related disorder would apply.

Functional (conversion) stereotypies. Stereotyped movements must be distinguished from
functional (conversion) movements. Sudden onset, distractibility, changing pattern with
unexplained improvement or aggravation, and the coexistence of other symptoms of functional
neurological symptom disorder (conversion disorder) are some of the typical features that help
identify functional stereotypies.

Comorbidity

Common comorbidities in children with chronic motor stereotypies include attention-deficit
hyperactivity disorder, motor coordination problems, tics/Tourette’s disorder, and anxiety.

93

Tic Disorders

Diagnostic Criteria

Note: A tic is a sudden, rapid, recurrent, nonrhythmic motor movement or
vocalization.

Tourette’s Disorder F95.2

A. Both multiple motor and one or more vocal tics have been present at
some time during the iliness, although not necessarily concurrently.

B. The tics may wax and wane in frequency but have persisted for more than 1 year

since first tic onset.

Onset is before age 18 years.

D. The disturbance is not attributable to the physiological effects of a substance
(e.g., cocaine) or another medical condition (e.g., Huntington’s disease, postviral
encephalitis).

O

Persistent (Chronic) Motor or Vocal Tic Disorder

A. Single or multiple motor or vocal tics have been present during the
illness, but not both motor and vocal.

B. The tics may wax and wane in frequency but have persisted for more than 1 year
since first tic onset.



C. Onset is before age 18 years.

D. The disturbance is not attributable to the physiological effects of a substance
(e.g., cocaine) or another medical condition (e.g., Huntington’s disease, postviral
encephalitis).

E. Criteria have never been met for Tourette’s disorder.

Specify if:

With motor tics only
With vocal tics only

Provisional Tic Disorder F95.0

Single or multiple motor and/or vocal tics.
The tics have been present for less than 1 year since first tic onset.
Onset is before age 18 years.

The disturbance is not attributable to the physiological effects of a substance
(e.g., cocaine) or another medical condition (e.g., Huntington’s disease, postviral
encephalitis).

E. Criteria have never been met for Tourette’s disorder or persistent (chronic) motor
or vocal tic disorder.

OO0 wp

Specifiers

The “motor tics only” or “vocal tics only” specifier is only required for persistent (chronic)
motor or vocal tic disorder.

Diagnostic Features

Tic disorders comprise five diagnostic categories: Tourette’s disorder, persistent (chronic) motor
or vocal tic disorder, provisional tic disorder, and the other specified and unspecified tic
disorders. Diagnosis for any of the specific tic disorders is based on the presence of motor and/or
vocal tics (Criterion A), duration of tics (Criterion B), age at onset (Criterion C), and absence of
any known cause such as another medical condition or substance use (Criterion D). The tic
disorder diagnoses are hierarchical in order (i.e., Tourette’s disorder, followed by persistent
[chronic] motor or vocal tic disorder, followed by provisional tic
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disorder, followed by the other specified and unspecified tic disorders). Once a tic disorder at
one level of the hierarchy is diagnosed, a lower hierarchy diagnosis cannot be made (Criterion
E).

Tics are typically sudden, rapid, recurrent, nonrhythmic motor movements or vocalizations.
Some motor tics can be slower twisting or tightening movements that occur over varying lengths
of time. An individual may exhibit various tics over time, but, at any point in time, the tic
repertoire may recur in a characteristic fashion. Although tics can include almost any muscle
group or vocalization, certain tics, such as eye blinking or throat clearing, are common across



patient populations. There is often a localized uncomfortable sensation (premonitory sensation)
prior to a tic, and most individuals report an “urge” to tic. Consequently, tics are generally
experienced as involuntary, but some tics can be voluntarily suppressed for varying lengths of
time.

Explicit discussion of tics can serve as a trigger. Likewise, observing a gesture or sound in
another person may result in an individual with a tic disorder making a similar gesture or sound,
which may be incorrectly perceived by others as purposeful. This can be particularly problematic
when the individual is interacting with authority figures who do not have an adequate
understanding of tic disorders (e.g., teachers, supervisors, police).

Tics are classically categorized as either simple or complex. Simple motor tics are
characterized by the limited involvement of specific muscle groups, often are of short duration,
and can include eye blinks, facial grimaces, shoulder shrugs, or extension of the extremities.
Simple vocal tics include throat clearing, sniffs, chirps, barks, or grunting often caused by
contraction of the diaphragm or muscles of the oropharynx. Complex motor tics are of longer
duration and often include a combination of simple tics such as simultaneous head turning and
shoulder shrugging. Complex tics can appear purposeful, such as head gestures or torso
movements. They can also include imitations of someone else’s movements (echopraxia) or
sexual or taboo gestures (copropraxia). Similarly, complex vocal tics have linguistic meaning
(words or partial words) and can include repeating one’s own sounds or words (palilalia),
repeating the last-heard word or phrase (echolalia), or uttering socially unacceptable words,
including obscenities, or ethnic, racial, or religious slurs (coprolalia). Importantly, coprolalia is
an abrupt, sharp bark or grunt utterance and lacks the prosody of similar inappropriate speech
observed in human interactions.

The presence of motor and/or vocal tics varies across the five tic disorders (Criterion A). For
Tourette’s disorder, both motor and vocal tics must be present (though not necessarily
concurrently), whereas for persistent (chronic) motor or vocal tic disorder, only motor or only
vocal tics are present. For provisional tic disorder, motor and/or vocal tics may be present. For
other specified or unspecified tic disorders, the tics or tic-like symptoms are best characterized as
tics but are atypical in presentation or age at onset, or have a known etiology.

The 1-year minimum duration criterion (Criterion B) assures that individuals diagnosed with
either Tourette’s disorder or persistent (chronic) motor or vocal tic disorder have had persistent
symptoms. Tics wax and wane in severity, and some individuals may have tic-free intervals of
weeks to months; however, an individual who has had tics of greater than 1 year’s duration since
first tic onset would be considered to have persistent symptoms regardless of intermittent tic-free
periods. For an individual with motor and/or vocal tics for less than 1 year since first tic onset, a
provisional tic disorder diagnosis can be considered. The onset of tics must occur prior to age 18
years (Criterion C). Tic disorders typically begin in the prepubertal period, with an average age
at onset between 4 and 6 years, and with the incidence of first-onset tic disorders decreasing in
the later teen years. First onset of tics in adulthood is exceedingly rare and is often associated
with exposures to illicit substances (e.g., excessive cocaine use), is the result of a central nervous
system insult, or is related to a functional neurological disorder. Although first onset of tics is
uncommon in teenagers and adults, it is not uncommon for adolescents and adults to present for
an initial diagnostic assessment and, when carefully evaluated, provide a history of milder tics
dating
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back to childhood, even if earlier phases of development included tic-free periods of months
or years. First-onset abnormal movements suggestive of tics that occur outside of the usual age
range should result in evaluation for other movement disorders, including functional tic-like
complex movements or vocalizations.

Tics cannot be attributable to the physiological effects of a substance or another medical
condition (Criterion D). When there is strong evidence from the history, physical examination,
and/or laboratory results to suggest a plausible, proximal, and probable cause for a tic disorder, a
diagnosis of other specified tic disorder should be used.

Having previously met diagnostic criteria for Tourette’s disorder negates a possible diagnosis
of persistent (chronic) motor or vocal tic disorder (Criterion E). Similarly, a previous diagnosis
of persistent (chronic) motor or vocal tic disorder negates a diagnosis of provisional tic disorder
or other specified or unspecified tic disorder (Criterion E).

Prevalence

Tics are common in childhood but transient in most cases. A national survey in the United States
estimated 3 per 1,000 for the prevalence of clinically identified cases. The frequency of
identified cases was lower among African Americans and Latinx individuals, which may be
related to differences in access to care. The estimated prevalence of Tourette’s disorder in
Canada ranges from 3 to 9 per 1,000 in school-age children. Globally, males are more commonly
affected than females, with the ratio varying from 2:1 to 4:1. Epidemiological studies have
shown tics to be present in children from all continents, but exact prevalence rates are influenced
by methodological differences in research.

Development and Course

First onset of tics is typically between ages 4 and 6 years. Eye blinking is highly characteristic as
an initial symptom. Peak severity occurs between ages 10 and 12 years, with a decline in severity
during adolescence. Many adults with tic disorders experience diminished symptoms. However,
a percentage of individuals will have persistently severe or worsening symptoms in adulthood.

Tics manifest similarly in all age groups and across the lifespan. Tics wax and wane in
severity (frequency and intensity) and over time change with regard to the affected muscle
groups and nature of vocalizations. Many individuals, including young children, report that their
tics are associated with a localized bodily sensation preceding the tic and a premonitory urge to
move. It can be difficult to find words to describe these premonitory sensations and urges. Tics
associated with a premonitory urge may be experienced as not completely “involuntary” in that
the urge and the tic can be resisted. An individual may also feel the need to perform a tic
repeatedly or in a specific way until the individual feels that the tic has been done “just right.”
Often there is a feeling of relief and tension reduction following the expression of the tic or a
series of tics.

The vulnerability toward developing co-occurring conditions changes as individuals pass
through the age of risk for various co-occurring conditions. For example, prepubertal children
with tic disorders are more likely to exhibit co-occurring attention-deficit/hyperactivity disorder
(ADHD), obsessive-compulsive disorder (OCD), and separation anxiety disorder. Teenagers and
adults are more vulnerable to developing mood and anxiety disorders as well as substance use



disorders.

Risk and Prognostic Factors

Environmental. Early in brain development, a number of environmental risk factors have been
identified, including advanced paternal age as well as pre- and perinatal adverse events (e.g.,
impaired fetal growth, maternal intrapartum fever, maternal smoking, severe maternal
psychosocial stress, preterm birth, breech presentation, and cesarean delivery).
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Genetic and physiological. Genetic factors influence tic expression and severity. The heritability of
tic disorders is estimated to be 70%—85%, and there are no differences in familial risk or
heritability between males and females. Important risk alleles for Tourette’s disorder and rare
genetic variants in families with tic disorders have been identified. Common genetic variants
have also been identified. They are shared across tic disorders in a graded fashion that correlates
with disease severity. Indeed, tic disorders likely exist along a continuous developmental
spectrum, based on both their phenomenology and their genetic background.

Chronic tic disorders have shared genetic variance with OCD, ADHD, and other
neurodevelopmental disorders, including autism spectrum disorder. In addition, individuals with
tic disorders are at increased risk to develop an autoimmune disorder (e.g., Hashimoto’s
thyroiditis). It is increasingly evident that the immune system and neuroinflammation play
important roles in the pathobiology of tics in at least a subset of affected individuals (e.g., those
with Sydenham's chorea). However, more work is needed to understand the biobehavioral
underpinnings and the potential causative role of infections for other neuropsychiatric conditions,
including pediatric acute-onset neuropsychiatric syndrome and pediatric autoimmune
neuropsychiatric disorder associated with streptococcal infections.

Course modifiers. Tijcs are increased by anxiety, excitement, and exhaustion and are better during
calm, focused activities. For example, many individuals typically have fewer tics when engaged
in tasks that require focused attention and motor control. Stressful/exciting events (e.g., taking a
test, participating in exciting activities) often make tics worse.

Culture-Related Diagnostic Issues

Tic disorders do not appear to vary in clinical characteristics, course, or etiology by ethnic,
racialized, and cultural background, but these backgrounds may affect how tic disorders are
perceived and managed in the family and community, influencing patterns of help seeking and
choices of treatment, such as age at presentation at specialty services. For example, preferred
social distance from individuals with tic disorders (e.g., when working or studying together) was
greater in a Korean sample than in U.S. studies.

Sex- and Gender-Related Diagnhostic Issues

Males are more commonly affected than females, but there are no sex differences in the kinds of
tics, age at onset, or course. Women with persistent tic disorders may be more likely to
experience anxiety and depression.

Association With Suicidal Thoughts or Behavior



A matched case-cohort study in Sweden from 1969 to 2013 demonstrated that individuals with
Tourette’s disorder or persistent (chronic) motor or vocal tic disorder have a substantially
increased risk of suicide attempts (odds ratio 3.86) and suicide death (odds ratio 4.39), even after
adjustment for psychiatric comorbidities, compared with matched general population control
subjects. Persistence of tics after young adulthood and a prior suicide attempt were the strongest
predictors of suicide death. Case-control data suggest that about 1 in 10 youth with persistent
(chronic) motor or vocal tic disorder has suicidal thoughts and/or behaviors, particularly in the
context of anger/frustration and associated with anxiety/depression, social problems or
withdrawal, aggression and internalizing problems, tic severity, and related impairment.

Functional Consequences of Tic Disorders

Many individuals with mild to moderate tic severity experience no distress or impairment in
functioning and may even be unaware of their tics. Individuals with more severe
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symptoms generally have more impairment in daily living, but even individuals with moderate or
even severe tic disorders may function well. The presence of a co-occurring condition, such as
ADHD or OCD, can have greater impact on functioning than the tics themselves. Less
commonly, tics disrupt functioning in daily activities and result in social isolation, interpersonal
conflict, peer victimization, inability to work or to go to school, and lower quality of life. Often
individuals with tics have difficulty focusing their attention on work-related tasks while they are
actively trying to suppress their tics. The individual also may experience substantial
psychological distress and even suicidal thoughts. Rare complications of Tourette’s disorder
include physical injury, such as eye injury (from hitting oneself in the face), and orthopedic and
neurological injury (e.g., disc disease related to forceful head and neck movements).

Differential Diagnosis

Abnormal movements that may accompany other medical conditions, including other
movement disorders.

Motor stereotypies are defined as involuntary rhythmic, repetitive, predictable movements that
appear purposeful but serve no obvious adaptive function. They are often self-soothing or
pleasurable and stop with distraction. Examples include repetitive hand waving/rotating, arm
flapping, and finger wiggling. Motor stereotypies can usually be differentiated from tics based on
the former’s earlier age at onset (often younger than 3 years), prolonged duration (seconds to
minutes), being repetitive and rhythmic in form and location, lacking a premonitory sensation or
urge, and cessation with distraction (e.g., hearing name called or being touched). Chorea
represents rapid, random, continual, abrupt, irregular, unpredictable, nonstereotyped actions that
are usually bilateral and affect all parts of the body (i.e., face, trunk, and limbs). The timing,
direction, and distribution of movements vary from moment to moment, and movements usually
worsen during attempted voluntary action. Dystonia is the simultaneous sustained contraction of
both agonist and antagonist muscles, resulting in a distorted posture or movement of parts of the
body. Dystonic postures are often triggered by attempts at voluntary movements and are not seen
during sleep.

Paroxysmal dyskinesias. Paroxysmal dyskinesias are characterized by episodic involuntary



dystonic or choreoathetoid movements that are precipitated by voluntary movement or exertion
and less commonly arise from normal background activity.

Myoclonus. Myoclonus is characterized by a sudden unidirectional movement that is often
nonrhythmic. It may be worsened by movement and occur during sleep. Myoclonus is
differentiated from tics by its rapidity, lack of suppressibility, and absence of a premonitory
sensation or urge.

Obsessive-compulsive and related disorders. Djfferentiating compulsions in OCD from complex
tics may be difficult, especially because they frequently co-occur in the same individual. The
compulsions of OCD are aimed at preventing or reducing anxiety or distress and are usually
performed in response to an obsession (e.g., fear of contamination). In contrast, many individuals
with a tic disorder feel the need to perform the action in a particular fashion, equally on both
sides of the body a certain number of times or until a “just right” feeling is achieved. Body-
focused repetitive behavior disorders (i.e., persistent hair-pulling, skin-picking, nail-biting) are
more goal-directed and complex than tics.

Functional tic disorder. Fyunctional disorders should also be considered when an individual
presents with “tic attacks” that can go on for extended periods of time lasting from 15 minutes to
several hours.

Comorbidity

Many medical and psychiatric conditions have been described as co-occurring with tic disorders,
and ADHD, disruptive behavior, and OCD and related disorders are particularly
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common. Children with ADHD may demonstrate disruptive behavior, social immaturity, and
learning difficulties that may interfere with academic progress and interpersonal relationships
and lead to greater impairment than that caused by a tic disorder. The obsessive-compulsive
symptoms observed in tic disorders tend to have an earlier age at onset and often are
characterized by a need for symmetry and exactness and/or forbidden or taboo thoughts (e.g.,
aggressive, sexual, or religious obsessions and related compulsions). Individuals with tic
disorders can also have other movement disorders (e.g., Sydenham’s chorea, stereotypic
movement disorder) and other neurodevelopmental and psychiatric conditions, such as autism
spectrum disorder and specific learning disorder. As noted earlier, teenagers and adults with a tic
disorder are at increased risk for developing a mood, anxiety, or substance use disorder.

Other Specified Tic Disorder

F95.8

This category applies to presentations in which symptoms characteristic of a tic
disorder that cause clinically significant distress or impairment in social,
occupational, or other important areas of functioning predominate but do not meet
the full criteria for a tic disorder or any of the disorders in the neurodevelopmental



disorders diagnostic class. The other specified tic disorder category is used in
situations in which the clinician chooses to communicate the specific reason that the
presentation does not meet the criteria for a tic disorder or any specific
neurodevelopmental disorder. This is done by recording “other specified tic disorder”
followed by the specific reason (e.g., “with onset after age 18 years”).

Unspecified Tic Disorder

F95.9

This category applies to presentations in which symptoms characteristic of a tic
disorder that cause clinically significant distress or impairment in social,
occupational, or other important areas of functioning predominate but do not meet
the full criteria for a tic disorder or for any of the disorders in the neurodevelopmental
disorders diagnostic class. The unspecified tic disorder category is used in situations
in which the clinician chooses not to specify the reason that the criteria are not met
for a tic disorder or for a specific neurodevelopmental disorder and includes
presentations in which there is insufficient information to make a more specific
diagnosis.

99

Other Neurodevelopmental Disorders

Other Specified Neurodevelopmental Disorder

F88

This category applies to presentations in which symptoms characteristic of a
neurodevelopmental disorder that cause impairment in social, occupational, or other
important areas of functioning predominate but do not meet the full criteria for any of
the disorders in the neurodevelopmental disorders diagnostic class. The other
specified neurodevelopmental disorder category is used in situations in which the
clinician chooses to communicate the specific reason that the presentation does not
meet the criteria for any specific neurodevelopmental disorder. This is done by
recording “other specified neurodevelopmental disorder” followed by the specific
reason (e.g., “neurodevelopmental disorder associated with prenatal alcohol
exposure”).

An example of a presentation that can be specified using the “other specified”
designation is the following:



Neurodevelopmental disorder associated with prenatal alcohol exposure:
Neurodevelopmental disorder associated with prenatal alcohol exposure is
characterized by a range of developmental disabilities following exposure to
alcohol in utero.

Unspecified Neurodevelopmental Disorder

F89

This category applies to presentations in which symptoms characteristic of a
neurodevelopmental disorder that cause impairment in social, occupational, or other
important areas of functioning predominate but do not meet the full criteria for any of
the disorders in the neurodevelopmental disorders diagnostic class. The unspecified
neurodevelopmental disorder category is used in situations in which the clinician
chooses not to specify the reason that the criteria are not met for a specific
neurodevelopmental disorder and includes presentations in which there is
insufficient information to make a more specific diagnosis (e.g., in emergency room
settings).
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Schizophrenia Spectrum and Other Psychotic
Disorders

Schizophrenia SPEeCtrum and other psychotic disorders include schizophrenia, other
psychotic disorders, and schizotypal (personality) disorder. They are defined by abnormalities in
one or more of the following five domains: delusions, hallucinations, disorganized thinking
(speech), grossly disorganized or abnormal motor behavior (including catatonia), and negative
symptoms.

Key Features That Define the Psychotic Disorders

Delusions

Delusions are fixed beliefs that are not amenable to change in light of conflicting evidence. Their
content may include a variety of themes (e.g., persecutory, referential, somatic, religious,
grandiose). Persecutory delusions (i.e., belief that one is going to be harmed, harassed, and so
forth by an individual, organization, or other group) are most common. Referential delusions
(i.e., belief that certain gestures, comments, environmental cues, and so forth are directed at
oneself) are also common. Grandiose delusions (i.e., when an individual believes that he or she
has exceptional abilities, wealth, or fame) and erotomanic delusions (i.e., when an individual
believes falsely that another person is in love with him or her) are also seen. Nihilistic delusions
involve the conviction that a major catastrophe will occur, and somatic delusions focus on
preoccupations regarding health and organ function.

Delusions are deemed bizarre if they are clearly implausible and not understandable to same-
culture peers and do not derive from ordinary life experiences. An example of a bizarre delusion
is the belief that an outside force has removed his or her internal organs and replaced them with
someone else’s organs without leaving any wounds or scars. An example of a nonbizarre
delusion is the belief that one is under surveillance by the police, despite a lack of convincing
evidence. Delusions that express a loss of control over mind or body are generally considered to
be bizarre; these include the belief that one’s thoughts have been “removed” by some outside
force (thought withdrawal), that alien thoughts have been put into one’s mind (thought
insertion), or that one’s body or actions are being acted on or manipulated by some outside force
(delusions of control).

The distinction between a delusion and a strongly held idea is sometimes difficult to
determine and depends in part on the degree of conviction with which the belief is held despite
clear or reasonable contradictory evidence regarding its veracity. Assessing delusions in
individuals from a variety of cultural backgrounds can be difficult. Some religious and
supernatural beliefs (e.g., evil eye, causing illness through curses, influence of spirits) may be
viewed as bizarre and possibly delusional in some cultural contexts but be generally accepted in



others. However, elevated religiosity can be a feature of many presentations of psychosis.

Individuals who have experienced torture, political violence, or discrimination can report
fears that may be misjudged as persecutory delusions; these may represent instead intense fears
of recurrence or posttraumatic symptoms. A careful evaluation of whether the
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person’s fears are justified given the nature of the trauma can help to differentiate appropriate
fears from persecutory delusions.

Hallucinations

Hallucinations are perception-like experiences that occur without an external stimulus. They are
vivid and clear, with the full force and impact of normal perceptions, and not under voluntary
control. They may occur in any sensory modality, but auditory hallucinations are the most
common in schizophrenia and related disorders. Auditory hallucinations are usually experienced
as voices, whether familiar or unfamiliar, that are perceived as distinct from the individual’s own
thoughts. The hallucinations must occur in the context of a clear sensorium; those that occur
while falling asleep (hypnagogic) or waking up (hypnopompic) are considered to be within the
range of normal experience. Hallucinations may be a normal part of religious experience in
certain cultural contexts.

Disorganized Thinking (Speech)

Disorganized thinking (formal thought disorder) is typically inferred from the individual’s
speech. The individual may switch from one topic to another (derailment or loose associations).
Answers to questions may be obliquely related or completely unrelated (tangentiality). Rarely,
speech may be so severely disorganized that it is nearly incomprehensible and resembles
receptive aphasia in its linguistic disorganization (incoherence or “word salad”). Because mildly
disorganized speech is common and nonspecific, the symptom must be severe enough to
substantially impair effective communication. The severity of the impairment may be difficult to
evaluate if the person making the diagnosis comes from a different linguistic background than
that of the person being examined. For example, some religious groups engage in glossolalia
(“speaking in tongues™); others describe experiences of possession trance (trance states in which
personal identity is replaced by an external possessing identity). These phenomena are
characterized by disorganized speech. These instances do not represent signs of psychosis unless
they are accompanied by other clearly psychotic symptoms. Less severe disorganized thinking or
speech may occur during the prodromal and residual periods of schizophrenia.

Grossly Disorganized or Abnormal Motor Behavior (Including
Catatonia)

Grossly disorganized or abnormal motor behavior may manifest itself in a variety of ways,
ranging from childlike “silliness” to unpredictable agitation. Problems may be noted in any form
of goal-directed behavior, leading to difficulties in performing activities of daily living.
Catatonic behavior is a marked decrease in reactivity to the environment. This ranges from
resistance to instructions (negativism); to maintaining a rigid, inappropriate or bizarre posture; to
a complete lack of verbal and motor responses (mutism and stupor). It can also include



purposeless and excessive motor activity without obvious cause (catatonic excitement). Other
features are repeated stereotyped movements, staring, grimacing, and the echoing of speech.
Although catatonia has historically been associated with schizophrenia, catatonic symptoms are
nonspecific and may occur in other mental disorders (e.g., bipolar or depressive disorders with
catatonia) and in medical conditions (catatonic disorder due to another medical condition).

Negative Symptoms

Negative symptoms account for a substantial portion of the morbidity associated with
schizophrenia but are less prominent in other psychotic disorders. Two negative symptoms are
particularly prominent in schizophrenia: diminished emotional expression and avolition.
Diminished emotional expression includes reductions in the expression of emotions in the
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face, eye contact, intonation of speech (prosody), and movements of the hand, head, and face that
normally give an emotional emphasis to speech. Avolition is a decrease in motivated self-
initiated purposeful activities. The individual may sit for long periods of time and show little
interest in participating in work or social activities. Other negative symptoms include alogia,
anhedonia, and asociality. Alogia is manifested by diminished speech output. Anhedonia is the
decreased ability to experience pleasure. Individuals with schizophrenia can still enjoy a
pleasurable activity in the moment and can recall it, but show a reduction in the frequency of
engaging in pleasurable activity. Asociality refers to the apparent lack of interest in social
interactions and may be associated with avolition, but it can also be a manifestation of limited
opportunities for social interactions.

Disorders in This Chapter

This chapter is organized along a gradient of psychopathology. Clinicians should first consider
conditions that do not reach full criteria for a psychotic disorder or are limited to one domain of
psychopathology. Then they should consider time-limited conditions. Finally, the diagnosis of a
schizophrenia spectrum disorder requires the exclusion of another condition that may give rise to
psychosis.

Schizotypal personality disorder is noted within this chapter as it is considered within the
schizophrenia spectrum, although its full description is found in the chapter “Personality
Disorders.” The diagnosis schizotypal personality disorder captures a pervasive pattern of social
and interpersonal deficits, including reduced capacity for close relationships; cognitive or
perceptual distortions; and eccentricities of behavior, usually beginning by early adulthood but in
some cases first becoming apparent in childhood and adolescence. Abnormalities of beliefs,
thinking, and perception are below the threshold for the diagnosis of a psychotic disorder.

Two conditions are defined by abnormalities limited to one domain of psychosis: delusions
or catatonia. Delusional disorder is characterized by at least 1 month of delusions but no other
psychotic symptoms. Catatonia is described later in the chapter and further in this discussion.

Brief psychotic disorder lasts more than 1 day and remits by 1 month. Schizophreniform
disorder is characterized by a symptomatic presentation equivalent to that of schizophrenia
except for its duration (less than 6 months) and the absence of a requirement for a decline in



functioning.

Schizophrenia lasts for at least 6 months and includes at least 1 month of active-phase
symptoms. In schizoaffective disorder, a mood episode and the active-phase symptoms of
schizophrenia occur together and were preceded or are followed by at least 2 weeks of delusions
or hallucinations without prominent mood symptoms.

Psychotic disorders may be induced by substances, medications, toxins, and other medical
conditions. In substance/medication-induced psychotic disorder, the psychotic symptoms are
judged to be a direct physiological consequence of a drug of abuse, a medication, or toxin
exposure and cease after removal of the agent. In psychotic disorder due to another medical
condition, the psychotic symptoms are judged to be a direct physiological consequence of
another medical condition.

Catatonia can occur in several disorders, including neurodevelopmental, psychotic, bipolar,
depressive, and other mental disorders. This chapter also includes the diagnoses catatonia
associated with another mental disorder (catatonia specifier), catatonic disorder due to another
medical condition, and unspecified catatonia, and the diagnostic criteria for all three conditions
are described together.

Other specified and unspecified schizophrenia spectrum and other psychotic disorders are
included for classifying psychotic presentations that do not meet the criteria for any of the
specific psychotic disorders, or psychotic symptomatology about which there is inadequate or
contradictory information.
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Clinician-Rated Assessment of Symptoms and Related Clinical
Phenomena in Psychosis

Psychotic disorders are heterogeneous, and the severity of symptoms can predict important
aspects of the illness, such as the degree of cognitive or neurobiological deficits. To move the
field forward, a detailed framework for the assessment of severity is included in Section III,
“Assessment Measures,” which may help with treatment planning, prognostic decision-making,
and research on pathophysiological mechanisms. Section III, “Assessment Measures,” also
contains dimensional assessments of the primary symptoms of psychosis, including
hallucinations, delusions, disorganized speech (except for substance/medication-induced
psychotic disorder and psychotic disorder due to another medical condition), abnormal
psychomotor behavior, and negative symptoms, as well as dimensional assessments of
depression and mania. The severity of mood symptoms in psychosis has prognostic value and
guides treatment. Thus, dimensional assessments of depression and mania for all psychotic
disorders alert clinicians to mood pathology and the need to treat where appropriate. The Section
IIT scale also includes a dimensional assessment of cognitive impairment. Many individuals with
psychotic disorders have impairments in a range of cognitive domains that predict functional
status. Clinical neuropsychological assessment can help guide diagnosis and treatment, but brief
assessments without formal neuropsychological assessment can provide useful information that
can be sufficient for diagnostic purposes. Formal neuropsychological testing, when conducted,
should be administered and scored by personnel trained in the use of testing instruments. If a



formal neuropsychological assessment is not conducted, the clinician should use the best
available information to make a judgment. Further research on these assessments is necessary to
determine their clinical utility; thus, the assessments available in Section III should serve as a
prototype to stimulate such research.

Cultural Considerations in the Assessment of Psychotic Symptoms

Diagnostic accuracy and the quality of treatment planning may be enhanced by interview
approaches, scales, and tools that have been adapted or validated for the person’s culture and by
using a cultural formulation interview (see Section III, “Culture and Psychiatric Diagnosis™).
Assessing psychosis through interpreters or in a second or third language must avoid the
misunderstanding of unfamiliar metaphors as delusions.

Schizotypal (Personality) Disorder

Criteria and text for schizotypal personality disorder can be found in the chapter “Personality
Disorders.” Because this disorder is considered part of the schizophrenia spectrum of disorders,
and is labeled in this section of ICD-10 as schizotypal disorder, it is listed in this chapter and
discussed in detail in the DSM-5 chapter “Personality Disorders.”

Delusional Disorder

Diagnostic Criteria F22

>

The presence of one (or more) delusions with a duration of 1 month or longer.
B. Ciriterion A for schizophrenia has never been met.
Note: Hallucinations, if present, are not prominent and are related to the

delusional theme (e.g., the sensation of being infested with insects associated
with delusions of infestation).
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C. Apart from the impact of the delusion(s) or its ramifications, functioning is not
markedly impaired, and behavior is not obviously bizarre or odd.

D. If manic or major depressive episodes have occurred, these have been brief
relative to the duration of the delusional periods.

E. The disturbance is not attributable to the physiological effects of a substance or
another medical condition and is not better explained by another mental
disorder, such as body dysmorphic disorder or obsessive-compulsive disorder.

Specify whether:

Erotomanic type: This subtype applies when the central theme of the delusion
is that another person is in love with the individual.



Grandiose type: This subtype applies when the central theme of the delusion is
the conviction of having some great (but unrecognized) talent or insight or having
made some important discovery.

Jealous type: This subtype applies when the central theme of the individual’s
delusion is that his or her spouse or lover is unfaithful.

Persecutory type: This subtype applies when the central theme of the delusion
involves the individual’s belief that he or she is being conspired against, cheated,
spied on, followed, poisoned or drugged, maliciously maligned, harassed, or
obstructed in the pursuit of long-term goals.

Somatic type: This subtype applies when the central theme of the delusion
involves bodily functions or sensations.

Mixed type: This subtype applies when no one delusional theme predominates.

Unspecified type: This subtype applies when the dominant delusional belief
cannot be clearly determined or is not described in the specific types (e.g.,
referential delusions without a prominent persecutory or grandiose component).
Specify if:
With bizarre content: Delusions are deemed bizarre if they are clearly
implausible, not understandable, and not derived from ordinary life experiences
(e.g., an individual’s belief that a stranger has removed his or her internal organs
and replaced them with someone else’s organs without leaving any wounds or
scars).

Specify if:
The following course specifiers are only to be used after a 1-year duration of the
disorder:

First episode, currently in acute episode: First manifestation of the disorder
meeting the defining diagnostic symptom and time criteria. An acute episode is a
time period in which the symptom criteria are fulfilled.

First episode, currently in partial remission: Partial remission is a time period
during which an improvement after a previous episode is maintained and in
which the defining criteria of the disorder are only partially fulfilled.

First episode, currently in full remission: Full remission is a period of time
after a previous episode during which no disorder-specific symptoms are
present.

Multiple episodes, currently in acute episode
Multiple episodes, currently in partial remission
Multiple episodes, currently in full remission

Continuous: Symptoms fulfilling the diagnostic symptom criteria of the disorder
are remaining for the majority of the illness course, with subthreshold symptom
periods being very brief relative to the overall course.

Unspecified



Specify current severity:
Severity is rated by a quantitative assessment of the primary symptoms of
psychosis, including delusions, hallucinations, disorganized speech, abnormal
psychomotor
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behavior, and negative symptoms. Each of these symptoms may be rated for its
current severity (most severe in the last 7 days) on a 5-point scale ranging from
0 (not present) to 4 (present and severe). (See Clinician-Rated Dimensions of
Psychosis Symptom Severity in the chapter “Assessment Measures.”)

Note: Diagnosis of delusional disorder can be made without using this severity
specifier.

Subtypes

In erotomanic type, the central theme of the delusion is that another person is in love with the
individual. The person about whom this conviction is held is usually of higher status (e.g., a
famous individual or a superior at work) but can be a complete stranger. Efforts to contact the
object of the delusion are common. In grandiose type, the central theme of the delusion is the
conviction of having some great talent or insight or of having made some important discovery.
Less commonly, the individual may have the delusion of having a special relationship with a
prominent individual or of being a prominent person (in which case the actual individual may be
regarded as an impostor). Grandiose delusions may have a religious content. In jealous type, the
central theme of the delusion is that of an unfaithful partner. This belief is arrived at without due
cause and is based on incorrect inferences supported by small bits of “evidence” (e.g., disarrayed
clothing). The individual with the delusion usually confronts the spouse or lover and attempts to
intervene in the imagined infidelity. In persecutory type, the central theme of the delusion
involves the individual’s belief of being conspired against, cheated, spied on, followed,
poisoned, maliciously maligned, harassed, or obstructed in the pursuit of long-term goals. Small
slights may be exaggerated and become the focus of a delusional system. The affected individual
may engage in repeated attempts to obtain satisfaction by legal or legislative action. Individuals
with persecutory delusions are often resentful and angry and may resort to violence against those
they believe are hurting them. In somatic type, the central theme of the delusion involves bodily
functions or sensations. Somatic delusions can occur in several forms. Most common is the belief
that the individual emits a foul odor; that there is an infestation of insects on or in the skin; that
there is an internal parasite; or that parts of the body are not functioning.

Diagnostic Features

The essential feature of delusional disorder is the presence of one or more delusions that persist
for at least 1 month (Criterion A). A diagnosis of delusional disorder is not given if the
individual has ever had a symptom presentation that met Criterion A for schizophrenia (Criterion
B). Apart from the direct impact of the delusions, impairments in psychosocial functioning may
be more circumscribed than those seen in other psychotic disorders such as schizophrenia, and
behavior is not obviously bizarre or odd (Criterion C). If mood episodes occur concurrently with



the delusions, the total duration of these mood episodes is brief relative to the total duration of
the delusional periods (Criterion D). The delusions are not attributable to the physiological
effects of a substance (e.g., cocaine) or another medical condition (e.g., Alzheimer’s disease) and
are not better explained by another mental disorder, such as body dysmorphic disorder or
obsessive-compulsive disorder (Criterion E).

In addition to the delusions identified in the diagnostic criteria, the assessment of cognition,
depression, and mania symptom domains is vital for making critically important distinctions
between the various schizophrenia spectrum and other psychotic disorders. Whereas delusions
are a sine qua non of delusional disorder, hallucinations and negative symptoms are uncommon
and disorganization is rare. By definition, the presence of catatonia in conjunction with delusions
rules out delusional disorder, because Criterion A for schizophrenia would be met. A subset of
cases has prominent depressive symptoms, but cognitive impairment and mania are rarely
demonstrated.

107

Associated Features

Social, marital, or work problems can result from the delusional beliefs of delusional disorder.
Individuals with delusional disorder may be able to factually describe that others view their
beliefs as irrational but are unable to accept this themselves (i.e., there may be “factual insight”
but no true insight). Many individuals develop irritable or dysphoric mood, which can sometimes
be understood as a reaction to their delusional beliefs. Anger and violent behavior can occur with
persecutory, jealous, and erotomanic types. The individual may engage in litigious or
antagonistic behavior (e.g., sending hundreds of letters of protest to the government). Legal
difficulties can occur, particularly in jealous and erotomanic types.

Prevalence

The lifetime prevalence of delusional disorder has been estimated at around 0.2% in a Finnish
sample, and the most frequent subtype is persecutory. Delusional disorder, jealous type, is
probably more common in men than in women, but there are no major sex or gender differences
in the overall frequency of delusional disorder or in the content of the delusions.

Development and Course

On average, global functioning is generally better than that observed in schizophrenia. Although
the diagnosis is generally stable, a proportion of individuals go on to develop schizophrenia.
Whereas about a third of individuals with delusional disorder of 1-3 months’ duration
subsequently receive a diagnosis of schizophrenia, the diagnosis of delusional disorder is much
less likely to change if the duration of the disorder is greater than 6-12 months. Although
delusional disorder can occur in younger age groups, it may be more prevalent in older
individuals.

Risk and Prognostic Factors

Genetic and physiological. Delusional disorder has a significant familial relationship with both
schizophrenia and schizotypal personality disorder.



Culture-Related Diagnostic Issues

An individual’s cultural and religious background must be taken into account in evaluating the
possible presence of delusional disorder; in fact, some traditional beliefs unfamiliar to Western
cultures may be wrongly labeled as delusional, so their context must be carefully assessed. The
nature and content of delusions also vary among different cultural groups.

Functional Consequences of Delusional Disorder

The functional impairment is usually more circumscribed than that seen with other psychotic
disorders, although in some cases, the impairment may be substantial and include poor
occupational functioning and social isolation. When poor psychosocial functioning is present,
delusional beliefs themselves often play a significant role. A common characteristic of
individuals with delusional disorder is the apparent normality of their behavior and appearance
when their delusional ideas are not being discussed or acted on. Men with delusional disorder
generally have more severe symptoms and worse functional outcomes compared with women.

Differential Diagnosis

Obsessive-compulsive and related disorders. [f apn individual with obsessive-compulsive disorder is
completely convinced that his or her obsessive-compulsive disorder beliefs are true, then the
diagnosis of obsessive-compulsive disorder, with absent insight/delusional
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beliefs specifier, should be given rather than a diagnosis of delusional disorder. Similarly, if an
individual with body dysmorphic disorder is completely convinced that his or her body
dysmorphic disorder beliefs are true, then the diagnosis of body dysmorphic disorder, with
absent insight/delusional beliefs specifier, should be given rather than a diagnosis of delusional
disorder.

Delirium, major neurocognitive disorder, and psychotic disorder due to another medical
condition.
Individuals with these disorders may present with symptoms that suggest delusional disorder.

For example, simple persecutory delusions in the context of major neurocognitive disorder
would be diagnosed as major neurocognitive disorder, with behavioral disturbance.

Substance/medication-induced psychotic disorder. A substance/medication-induced psychotic
disorder cross-sectionally may be identical in symptomatology to delusional disorder but can be
distinguished by the chronological relationship of substance use to the onset and remission of the
delusional beliefs.

Schizophrenia and schizophreniform disorder. DeJusional disorder can be distinguished from
schizophrenia and schizophreniform disorder by the absence of the other characteristic
symptoms of the active phase of schizophrenia. Furthermore, the quality of delusions can help
distinguish between schizophrenia and delusional disorder. In schizophrenia, delusions show
greater disorganization (the degree to which delusions are internally consistent, logical, and
systematized), whereas in delusional disorder, they show greater conviction (the degree to which
the individual is convinced of the reality of the delusion), greater extension (the degree to which
the delusion involves various areas of the individual’s life), and greater pressure (the degree to



which the individual is preoccupied and concerned with the expressed delusion).
Depressive and bipolar disorders and schizoaffective disorder. These disorders may be distinguished

from delusional disorder by the temporal relationship between the mood disturbance and the
delusions and by the severity of the mood symptoms. If delusions occur exclusively during mood
episodes, the diagnosis is major depressive or bipolar disorder, with psychotic features. Mood
symptoms that meet full criteria for a mood episode can be superimposed on delusional disorder.
Delusional disorder can be diagnosed only if the total duration of all mood episodes remains
brief relative to the total duration of the delusional disturbance. If not, then a diagnosis of other
specified or unspecified schizophrenia spectrum and other psychotic disorder accompanied by
other specified depressive disorder, unspecified depressive disorder, other specified bipolar and
related disorder, or unspecified bipolar and related disorder is appropriate.

Brief Psychotic Disorder

Diagnostic Criteria F23

A. Presence of one (or more) of the following symptoms. At least one of these must
be (1), (2), or (3):
1. Delusions.
2. Hallucinations.
3. Disorganized speech (e.g., frequent derailment or incoherence).
4. Grossly disorganized or catatonic behavior.

Note: Do not include a symptom if it is a culturally sanctioned response.

B. Duration of an episode of the disturbance is at least 1 day but less than 1 month,
with eventual full return to premorbid level of functioning.
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C. The disturbance is not better explained by major depressive or bipolar disorder
with psychotic features or another psychotic disorder such as schizophrenia or
catatonia, and is not attributable to the physiological effects of a substance (e.g.,
a drug of abuse, a medication) or another medical condition.

Specify if:
With marked stressor(s) (brief reactive psychosis): If symptoms occur in

response to events that, singly or together, would be markedly stressful to
almost anyone in similar circumstances in the individual’s culture.

Without marked stressor(s): If symptoms do not occur in response to events
that, singly or together, would be markedly stressful to almost anyone in similar
circumstances in the individual’s culture.

With peripartum onset: If onset is during pregnancy or within 4 weeks



postpartum.

Specify if:
With catatonia (refer to the criteria for catatonia associated with another mental
disorder, p. 135, for definition).

Coding note: Use additional code F06.1 catatonia associated with brief
psychotic disorder to indicate the presence of the comorbid catatonia.

Specify current severity:

Severity is rated by a quantitative assessment of the primary symptoms of
psychosis, including delusions, hallucinations, disorganized speech, abnormal
psychomotor behavior, and negative symptoms. Each of these symptoms may
be rated for its current severity (most severe in the last 7 days) on a 5-point
scale ranging from O (not present) to 4 (present and severe). (See Clinician-
Rated Dimensions of Psychosis Symptom Severity in the chapter “Assessment
Measures.”)

Note: Diagnosis of brief psychotic disorder can be made without using this
severity specifier.

Diagnostic Features

The essential feature of brief psychotic disorder is a disturbance that involves at least one of the
following positive psychotic symptoms: delusions, hallucinations, disorganized speech (e.g.,
frequent derailment or incoherence), or grossly abnormal psychomotor behavior, including
catatonia (Criterion A). An episode of the disturbance lasts at least 1 day but less than 1 month,
and the individual eventually has a full return to the premorbid level of functioning (Criterion B).
The disturbance is not better explained by a depressive or bipolar disorder with psychotic
features, by schizoaffective disorder, or by schizophrenia and is not attributable to the
physiological effects of a substance (e.g., a hallucinogen) or another medical condition (e.g.,
subdural hematoma) (Criterion C).

In addition to the four symptom domain areas identified in the diagnostic criteria, the
assessment of cognition, depression, and mania symptom domains is vital for making critically
important distinctions between the various schizophrenia spectrum and other psychotic disorders.

Associated Features

Individuals with brief psychotic disorder typically experience emotional turmoil or
overwhelming confusion. They may have rapid shifts from one intense affect to another.
Although the disturbance is brief, the level of impairment may be severe, and supervision may be
required to ensure that nutritional and hygienic needs are met and that the individual is protected
from the consequences of poor judgment, cognitive impairment, or acting on the basis of
delusions. There appears to be an increased risk of suicidal behavior, particularly during the
acute episode.
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Prevalence



Brief psychotic disorder may account for 2%-7% of cases of first-onset psychosis in several
countries.

Development and Course

Brief psychotic disorder may appear in adolescence or early adulthood, and onset can occur
across the life span, with the average age at onset being the mid 30s. By definition, a diagnosis of
brief psychotic disorder requires a full remission of all symptoms and an eventual full return to
the premorbid level of functioning within 1 month of the onset of the disturbance. In some
individuals, the duration of psychotic symptoms may be quite brief (e.g., a few days).

Although brief psychotic disorder by definition reaches a full remission within 1 month,
subsequently more than 50% of the individuals experience a relapse. Despite the possibility of
relapse, for most individuals, outcome is favorable in terms of social functioning and
symptomatology.

In less than half of cases diagnosed with DSM-IV brief psychotic disorder or ICD-10 acute
and transient psychotic disorder, the diagnosis changes—more often to schizophrenia spectrum
disorders and less often to affective disorders or to other psychotic disorders.

Culture-Related Diagnostic Issues

It is important to distinguish symptoms of brief psychotic disorder from culturally sanctioned
response patterns. For example, in some religious ceremonies, an individual may report hearing
voices, but these do not generally persist and are not perceived as abnormal by most members of
the individual’s community. In a wide range of cultural contexts, it would be common or
expected for bereaved relatives to hear, see, or interact with the spirit of a recently deceased
loved one without notable pathological sequelae. In addition, cultural and religious background
must be taken into account when considering whether beliefs are delusional.

Differential Diagnosis

Other medical conditions. A variety of medical conditions can manifest with psychotic symptoms
of short duration. Psychotic disorder due to another medical condition or a delirium is diagnosed
when there is evidence from the history, physical examination, or laboratory tests that the
delusions or hallucinations are the direct physiological consequence of a specific medical
condition (e.g., Cushing’s syndrome, brain tumor) (see “Psychotic Disorder Due to Another
Medical Condition” later in this chapter).

Substance-related disorders. Sybstance/medication-induced psychotic disorder, substance-induced
delirium, and substance intoxication are distinguished from brief psychotic disorder by the fact
that a substance (e.g., a drug of abuse, a medication, exposure to a toxin) is judged to be
etiologically related to the psychotic symptoms (see “Substance/Medication-Induced Psychotic
Disorder” later in this chapter). Laboratory tests, such as a urine drug screen or a blood alcohol
level, may be helpful in making this determination, as may a careful history of substance use
with attention to temporal relationships between substance intake and onset of the symptoms and
to the nature of the substance being used.

Depressive and bipolar disorders. The diagnosis of brief psychotic disorder cannot be made if the
psychotic symptoms are better explained by a mood episode (i.e., the psychotic symptoms occur
exclusively during a full major depressive, manic, or mixed episode).



Other psychotic disorders. [f the psychotic symptoms persist for 1 month or longer, the diagnosis
is either schizophreniform disorder, delusional disorder, depressive disorder with psychotic
features, bipolar disorder with psychotic features, or other specified or
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unspecified schizophrenia spectrum and other psychotic disorder, depending on the other
symptoms in the presentation. The differential diagnosis between brief psychotic disorder and
schizophreniform disorder is difficult when the psychotic symptoms have remitted before 1
month in response to successful treatment with medication. Careful attention should be given to
the possibility that a recurrent disorder (e.g., bipolar disorder, recurrent acute exacerbations of
schizophrenia) may be responsible for any recurring psychotic episodes.

Malingering and factitious disorders. Ap episode of factitious disorder with predominantly
psychological signs and symptoms may have the appearance of brief psychotic disorder, but in
such cases there is evidence that the symptoms are intentionally produced. When malingering
involves apparently psychotic symptoms, there is usually evidence that the illness is being
feigned for an understandable goal.

Personality disorders. [ certain individuals with personality disorders, psychosocial stressors
may precipitate brief periods of psychotic symptoms. These symptoms are usually transient and
do not warrant a separate diagnosis. If psychotic symptoms persist for at least 1 day, an
additional diagnosis of brief psychotic disorder may be appropriate.

Schizophreniform Disorder

Diagnostic Criteria F20.81

A. Two (or more) of the following, each present for a significant portion of time
during a 1-month period (or less if successfully treated). At least one of these
must be (1), (2), or (3):

Delusions.

Hallucinations.

Disorganized speech (e.g., frequent derailment or incoherence).

Grossly disorganized or catatonic behavior.

5. Negative symptoms (i.e., diminished emotional expression or avolition).
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B. An episode of the disorder lasts at least 1 month but less than 6 months. When
the diagnosis must be made without waiting for recovery, it should be qualified
as “provisional.”

C. Schizoaffective disorder and depressive or bipolar disorder with psychotic
features have been ruled out because either 1) no major depressive or manic
episodes have occurred concurrently with the active-phase symptoms, or 2) if
mood episodes have occurred during active-phase symptoms, they have been



present for a minority of the total duration of the active and residual periods of
the illness.

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

Specify if:
With good prognostic features: This specifier requires the presence of at least
two of the following features: onset of prominent psychotic symptoms within 4
weeks of the first noticeable change in usual behavior or functioning; confusion
or perplexity; good premorbid social and occupational functioning; and absence
of blunted or flat affect.

Without good prognostic features: This specifier is applied if two or more of
the above features have not been present.

Specify if:
With catatonia (refer to the criteria for catatonia associated with another mental
disorder, p. 135, for definition).
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Coding note: Use additional code FO06.1 catatonia associated with
schizophreniform disorder to indicate the presence of the comorbid catatonia.

Specify current severity:

Severity is rated by a quantitative assessment of the primary symptoms of
psychosis, including delusions, hallucinations, disorganized speech, abnormal
psychomotor behavior, and negative symptoms. Each of these symptoms may
be rated for its current severity (most severe in the last 7 days) on a 5-point
scale ranging from O (not present) to 4 (present and severe). (See Clinician-
Rated Dimensions of Psychosis Symptom Severity in the chapter “Assessment
Measures.”)

Note: Diagnosis of schizophreniform disorder can be made without using this
severity specifier.

Note: For additional information on Associated Features, Development and Course
(age-related factors), Culture-Related Diagnostic Issues, Sex- and Gender-Related
Diagnostic Issues, Differential Diagnosis, and Comorbidity, see the corresponding
sections in Schizophrenia.

Diagnostic Features

The characteristic symptoms of schizophreniform disorder are identical to those of schizophrenia
(Criterion A). Schizophreniform disorder is distinguished by its difference in duration: the total
duration of the illness, including prodromal, active, and residual phases, is at least 1 month but
less than 6 months (Criterion B). The duration requirement for schizophreniform disorder is
intermediate between that for brief psychotic disorder, which lasts more than 1 day and remits by
1 month, and schizophrenia, which lasts for at least 6 months. The diagnosis of schizophreniform



disorder is made under two conditions: 1) when an episode of illness lasts between 1 and 6
months and the individual has already recovered, and 2) when an individual is symptomatic for
less than the 6 months’ duration required for the diagnosis of schizophrenia but has not yet
recovered. In this case, the diagnosis should be noted as “schizophreniform disorder
(provisional)” because it is uncertain if the individual will recover from the disturbance within
the 6-month period. If the disturbance persists beyond 6 months, the diagnosis should be changed
to schizophrenia.

Another distinguishing feature of schizophreniform disorder is the lack of a criterion
requiring impaired social and occupational functioning. While such impairments may potentially
be present, they are not necessary for a diagnosis of schizophreniform disorder.

In addition to the five symptom domain areas identified in the diagnostic criteria, the
assessment of cognition, depression, and mania symptom domains is vital for making critically
important distinctions between the various schizophrenia spectrum and other psychotic disorders.

Associated Features

As with schizophrenia, currently there are no laboratory or psychometric tests for
schizophreniform disorder. There are multiple brain regions where neuroimaging,
neuropathological, and neurophysiological research has indicated abnormalities, but none are
diagnostic.

Prevalence

Incidence of schizophreniform disorder across sociocultural settings is likely similar to that
observed in schizophrenia. In the United States and other high-income countries, the incidence is
low, possibly fivefold less than that of schizophrenia. In lower-income countries, the incidence
may be higher, especially for the specifier “with good prognostic features”; in some of these
settings schizophreniform disorder may be as common as schizophrenia.
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Development and Course

The development of schizophreniform disorder is similar to that of schizophrenia. About one-
third of individuals with an initial diagnosis of schizophreniform disorder (provisional) recover
within the 6-month period and schizophreniform disorder is their final diagnosis. The majority of
the remaining two-thirds of individuals will eventually receive a diagnosis of schizophrenia or
schizoaffective disorder.

Risk and Prognostic Factors
Genetic and physiological. Relatives of individuals with schizophreniform disorder have an
increased risk for schizophrenia.

Functional Consequences of Schizophreniform Disorder

For the majority of individuals with schizophreniform disorder who eventually receive a
diagnosis of schizophrenia or schizoaffective disorder, the functional consequences are similar to
the consequences of those disorders. Most individuals experience dysfunction in several areas of



daily functioning, such as school or work, interpersonal relationships, and self-care. Individuals
who recover from schizophreniform disorder have better functional outcomes.

Differential Diagnosis

Other mental disorders and medical conditions. A yyide variety of mental disorders and medical
conditions can manifest with psychotic symptoms that must be considered in the differential
diagnosis of schizophreniform disorder. These include psychotic disorder due to another medical
condition or its treatment; delirium or major neurocognitive disorder; substance/medication-
induced psychotic disorder or delirium; major depressive or bipolar disorder with psychotic
features; schizoaffective disorder; other specified or unspecified bipolar and related disorder;
major depressive or bipolar disorder with catatonic features; schizophrenia; delusional disorder;
other specified or unspecified schizophrenia spectrum and other psychotic disorder; schizotypal,
schizoid, or paranoid personality disorders; autism spectrum disorder; disorders presenting in
childhood with disorganized speech; attention-deficit/hyperactivity disorder; obsessive-
compulsive disorder; posttraumatic stress disorder; and traumatic brain injury.

Since the diagnostic criteria for schizophreniform disorder and schizophrenia differ primarily
in duration of illness, the discussion of the differential diagnosis of schizophrenia also applies to
schizophreniform disorder.

Brief psychotic disorder. Schizophreniform disorder differs in duration from brief psychotic
disorder, which has a duration of less than 1 month.

Schizophrenia

Diagnostic Criteria F20.9

A. Two (or more) of the following, each present for a significant portion of time
during a 1-month period (or less if successfully treated). At least one of these
must be (1), (2), or (3):

1. Delusions.
2. Hallucinations.
3. Disorganized speech (e.g., frequent derailment or incoherence).
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4. Grossly disorganized or catatonic behavior.
5. Negative symptoms (i.e., diminished emotional expression or avolition).

B. For a significant portion of the time since the onset of the disturbance, level of
functioning in one or more major areas, such as work, interpersonal relations, or
self-care, is markedly below the level achieved prior to the onset (or when the
onset is in childhood or adolescence, there is failure to achieve expected level of
interpersonal, academic, or occupational functioning).



C. Continuous signs of the disturbance persist for at least 6 months. This 6-month
period must include at least 1 month of symptoms (or less if successfully treated)
that meet Criterion A (i.e., active-phase symptoms) and may include periods of
prodromal or residual symptoms. During these prodromal or residual periods, the
signs of the disturbance may be manifested by only negative symptoms or by
two or more symptoms listed in Criterion A present in an attenuated form (e.g.,
odd beliefs, unusual perceptual experiences).

D. Schizoaffective disorder and depressive or bipolar disorder with psychotic
features have been ruled out because either 1) no major depressive or manic
episodes have occurred concurrently with the active-phase symptoms, or 2) if
mood episodes have occurred during active-phase symptoms, they have been
present for a minority of the total duration of the active and residual periods of
the illness.

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

F. If there is a history of autism spectrum disorder or a communication disorder of
childhood onset, the additional diagnosis of schizophrenia is made only if
prominent delusions or hallucinations, in addition to the other required symptoms
of schizophrenia, are also present for at least 1 month (or less if successfully
treated).

Specify if:
The following course specifiers are only to be used after a 1-year duration of the
disorder and if they are not in contradiction to the diagnostic course criteria.

First episode, currently in acute episode: First manifestation of the disorder
meeting the defining diagnostic symptom and time criteria. An acute episode is a
time period in which the symptom criteria are fulfilled.

First episode, currently in partial remission: Partial remission is a period of
time during which an improvement after a previous episode is maintained and in
which the defining criteria of the disorder are only partially fulfilled.

First episode, currently in full remission: Full remission is a period of time
after a previous episode during which no disorder-specific symptoms are
present.

Multiple episodes, currently in acute episode: Multiple episodes may be
determined after a minimum of two episodes (i.e., after a first episode, a
remission and a minimum of one relapse).

Multiple episodes, currently in partial remission
Multiple episodes, currently in full remission

Continuous: Symptoms fulfilling the diagnostic symptom criteria of the disorder
are remaining for the majority of the illness course, with subthreshold symptom
periods being very brief relative to the overall course.

Unspecified



Specify if:
With catatonia (refer to the criteria for catatonia associated with another mental
disorder, p. 135, for definition).

Coding note: Use additional code FO06.1 catatonia associated with
schizophrenia to indicate the presence of the comorbid catatonia.
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Specify current severity:

Severity is rated by a quantitative assessment of the primary symptoms of
psychosis, including delusions, hallucinations, disorganized speech, abnormal
psychomotor behavior, and negative symptoms. Each of these symptoms may
be rated for its current severity (most severe in the last 7 days) on a 5-point
scale ranging from O (not present) to 4 (present and severe). (See Clinician-
Rated Dimensions of Psychosis Symptom Severity in the chapter “Assessment
Measures.”)

Note: Diagnosis of schizophrenia can be made without using this severity
specifier.

Diagnostic Features

The characteristic symptoms of schizophrenia involve a range of cognitive, behavioral, and
emotional dysfunctions, but no single symptom is pathognomonic of the disorder. The diagnosis
involves the recognition of a constellation of signs and symptoms associated with impaired
occupational or social functioning. Individuals with the disorder will vary substantially on most
features, as schizophrenia is a heterogeneous clinical syndrome.

At least two Criterion A symptoms must be present for a significant portion of time during a
1-month period or longer. At least one of these symptoms must be the clear presence of
delusions (Criterion A1), hallucinations (Criterion A2), or disorganized speech (Criterion A3).
Grossly disorganized or catatonic behavior (Criterion A4) and negative symptoms (Criterion A5)
may also be present. In those situations in which the active-phase symptoms remit within a
month in response to treatment, Criterion A is still met if the clinician estimates that they would
have persisted in the absence of treatment.

Schizophrenia involves impairment in one or more major areas of functioning (Criterion B).
If the disturbance begins in childhood or adolescence, the expected level of function is not
attained. Comparing the individual with unaffected siblings may be helpful. The dysfunction
persists for a substantial period during the course of the disorder and does not appear to be a
direct result of any single feature. Avolition (i.e., reduced drive to pursue goal-directed behavior;
Criterion A5) is linked to the social dysfunction described under Criterion B. There is also strong
evidence for a relationship between cognitive impairment (see the section “Associated Features”
for this disorder) and functional impairment in individuals with schizophrenia.

Some signs of the disturbance must persist for a continuous period of at least 6 months
(Criterion C). Prodromal symptoms often precede the active phase, and residual symptoms may
follow it, characterized by mild or subthreshold forms of hallucinations or delusions. Individuals



may express a variety of unusual or odd beliefs that are not of delusional proportions (e.g., ideas
of reference or magical thinking); they may have unusual perceptual experiences (e.g., sensing
the presence of an unseen person); their speech may be generally understandable but vague; and
their behavior may be unusual but not grossly disorganized (e.g., mumbling in public). Negative
symptoms are common in the prodromal and residual phases and can be severe. Individuals who
had been socially active may become withdrawn from previous routines. Such behaviors are
often the first sign of a disorder.

Mood symptoms and full mood episodes are common in schizophrenia and may be
concurrent with active-phase symptomatology. However, as distinct from a psychotic mood
disorder, a schizophrenia diagnosis requires the presence of delusions or hallucinations in the
absence of mood episodes. In addition, mood episodes, taken in total, should be present for only
a minority of the total duration of the active and residual periods of the illness.

In addition to the five symptom domain areas identified in the diagnostic criteria, the
assessment of cognition, depression, and mania symptom domains is vital for making critically
important distinctions between the various schizophrenia spectrum and other psychotic disorders.
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Associated Features

Individuals with schizophrenia may display inappropriate affect (e.g., laughing in the absence of
an appropriate stimulus); a dysphoric mood that can take the form of depression, anxiety, or
anger; a disturbed sleep pattern (e.g., daytime sleeping and nighttime activity); and a lack of
interest in eating or food refusal. Depersonalization, derealization, and somatic concerns may
occur and sometimes reach delusional proportions. Anxiety and phobias are common. Cognitive
deficits in schizophrenia are common and are strongly linked to vocational and functional
impairments. These deficits can include decrements in declarative memory, working memory,
language function, and other executive functions, as well as slower processing speed.
Abnormalities in sensory processing and inhibitory capacity, as well as reductions in attention,
are also found. Some individuals with schizophrenia show social cognition deficits, including
deficits in the ability to infer the intentions of other people (theory of mind), and may attend to
and then interpret irrelevant events or stimuli as meaningful, perhaps leading to the generation of
explanatory delusions. These impairments frequently persist during symptomatic remission.

Some individuals with psychosis may lack insight or awareness of their disorder (i.e.,
anosognosia). This lack of “insight” includes unawareness of symptoms of schizophrenia and
may be present throughout the entire course of the illness. Unawareness of illness is typically a
symptom of schizophrenia itself rather than a coping strategy. It is comparable to the lack of
awareness of neurological deficits following brain damage, termed anosognosia. This symptom
is the most common predictor of nonadherence to treatment, and it predicts higher relapse rates,
increased number of involuntary treatments, poorer psychosocial functioning, aggression, and a
poorer course of illness.

Hostility and aggression can be associated with schizophrenia, although spontaneous or
random assault is uncommon. Aggression is more frequent for younger males and for individuals
with a past history of violence, nonadherence to treatment, substance abuse, and impulsivity. It
should be noted that the vast majority of persons with schizophrenia are not aggressive and are



more frequently victimized than are individuals in the general population.

Currently, there are no radiological, laboratory, or psychometric tests for the disorder.
Differences are evident in multiple brain regions between groups of healthy individuals and
persons with schizophrenia, including evidence from neuroimaging, neuropathological, and
neurophysiological studies. Differences are also evident in cellular architecture, white matter
connectivity, and gray matter volume in a variety of regions such as the prefrontal and temporal
cortices. Reduced overall brain volume has been observed, as well as increased brain volume
reduction with age. Brain volume reductions with age are more pronounced in individuals with
schizophrenia than in healthy individuals. Finally, individuals with schizophrenia appear to differ
from individuals without the disorder in eye-tracking and electrophysiological indices.

Neurological soft signs common in individuals with schizophrenia include impairments in
motor coordination, sensory integration, and motor sequencing of complex movements; left-right
confusion; and disinhibition of associated movements. In addition, minor physical anomalies of
the face and limbs may occur.

Prevalence

The estimated lifetime prevalence of schizophrenia is approximately 0.3%-0.7%, with variation
over a fivefold range in meta-analyses of nationally representative surveys. Studies have shown
increased prevalence and incidence of schizophrenia for some groups based on migration and
refugee status, urbanicity, and the economic status and latitude of the country. It is important to
note that the reported prevalence and incidence of schizophrenia may be affected by the fact that
some groups are more likely to be misdiagnosed or overdiagnosed.
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The sex ratio differs across samples and populations: for example, presentations with
prominent negative symptoms and longer duration of disorder (associated with poorer outcome)
show higher incidence rates for men, whereas definitions allowing for the inclusion of more
mood symptoms and brief presentations (associated with better outcome) show equivalent risks
for both sexes. A large worldwide study, which was based on a range of definitions of
schizophrenia, found no difference in prevalence between the sexes.

Development and Course

The requisite psychotic features of the schizophrenia diagnosis typically emerge between the late
teens and the mid-30s; onset prior to adolescence is rare. The peak onset age occurs in the early-
to mid-20s for men and in the late-20s for women. The onset may be abrupt or insidious, but the
majority of individuals manifest a slow and gradual development of a variety of clinically
significant signs and symptoms, particularly social withdrawal, emo-tional changes, and
cognitive changes producing a deterioration in role functioning. Half of these individuals display
depressive symptoms. Prognosis is influenced both by dura-tion and by severity of illness and
gender. Men, especially those with long duration of psychosis before treatment and lower
premorbid adjustment, have more prominent negative symptoms, cognitive impairment, and
generally worse functional outcomes than women. Sociocognitive deficits may manifest during
development and precede the emergence of psychosis, taking the form of stable impairments
during adulthood, refractory to antipsychotic medications.



Course and outcome in schizophrenia are heterogeneous, and prognosis is uncertain at the
onset of psychosis. Although most individuals with schizophrenia remain vulnerable to
exacerbation of psychotic symptoms and a chronic course defined by symptoms and functional
impairment is common, many individuals experience periods of remission and even recovery.
According to a meta-analysis of 79 longitudinal studies of first-episode psychosis with more than
1 year of follow-up, the pooled remission rate (qualitatively defined as mild or absent symptoms
for at least 6 months) for first-episode schizophrenia was 56% and the pooled recovery rate
(qualitatively defined as symptomatic and functional improvement for greater than 2 years) was
30%. A different meta-analysis of 50 studies of individuals with broadly defined schizophrenia
(i.e., schizophrenia, schizophreniform, schizoaffective, or delusional disorder) found that the
median proportion of individuals who met recovery criteria (at most mild symptoms and
improvements in social and/or occupational functioning persisting for at least 2 years) was
13.5%. There is a tendency for reduced psychotic experiences during late life. In addition to
psychosis, cognitive impairment and negative symptom pathology are core features of
schizophrenia, and the course for these characteristic features is different from that of positive
psychotic symptoms. Cognition tends to decline during development prior to full psychosis and
is relatively stable over the longer term. Negative symptoms, if present during development, also
tend to be relatively stable traits over time. Negative symptoms that begin after psychosis onset
are more variable and may reflect secondary causes. A degree of chronicity is required for a
diagnosis of schizophrenia, and long-term course reflects a need for mental health care and living
support in many individuals. While schizophrenia is generally not a progressive
neurodegenerative disorder, life challenges, changing lifestyle, and persistent symptoms may
lead to progressive dysfunction in more severe chronic cases.

The essential features of schizophrenia are the same in childhood, but it is more difficult to
make the diagnosis. In children, delusions and hallucinations may be less elaborate than in
adults, and visual hallucinations are more common and should be distinguished from normal
fantasy play. Disorganized speech occurs in many disorders with childhood onset (e.g., autism
spectrum disorder), as does disorganized behavior (e.g., attention-deficit/hyperactivity disorder).
These symptoms should not be attributed to schizophrenia
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without due consideration of the more common disorders of childhood. Childhood-onset
cases tend to resemble poor-outcome adult cases, with gradual onset and prominent negative
symptoms. Children who later receive the diagnosis of schizophrenia are more likely to have
experienced nonspecific emotional-behavioral disturbances and psychopathology, intellectual
and language alterations, and subtle motor delays.

Late-onset cases (i.e., onset after age 40 years) are overrepresented by women, who may
have married. Often, the course is characterized by a predominance of psychotic symptoms with
preservation of affect and social functioning. Such late-onset cases can still meet the diagnostic
criteria for schizophrenia, but it is not yet clear whether this is the same condition as
schizophrenia diagnosed prior to midlife (e.g., prior to age 55 years).

Risk and Prognostic Factors

Environmental. Season of birth has been linked to the incidence of schizophrenia, including late



winter/early spring in some locations and summer for the deficit form of the disease. The
incidence of schizophrenia and related disorders may be higher for children growing up in an
urban environment, for refugees, for some migrant groups, and for socially oppressed groups
facing discrimination. There is evidence that social deprivation, social adversity, and
socioeconomic factors may be associated with increased rates of this disorder. Among
individuals with schizophrenia and other psychotic disorders, the severity of positive and
negative symptoms appears to be correlated with the severity of adverse childhood experiences,
such as trauma and neglect. Higher rates of schizophrenia for some ethnic and racialized groups
have been documented when they live in areas with lower proportions of people from the same
ethnicity or racialized group. The reasons for this are not completely clear but appear related to
several factors, including the following: 1) higher levels of discrimination or fear of
discrimination; 2) less social support and more stigmatization of those with schizophrenia; 3)
higher social isolation; and 4) decreased availability of and access to normalizing explanations of
perceptual experiences and abnormal beliefs reported by individuals at high risk for developing
schizophrenia.

Genetic and physiological. There is a strong contribution for genetic factors in determining risk for
schizophrenia, although most individuals who have been diagnosed with schizophrenia have no
family history of psychosis. Liability is conferred by a spectrum of risk alleles, common and
rare, with each allele contributing only a small fraction to the total population variance. The risk
alleles identified to date are also associated with other mental disorders, including bipolar
disorder, depression, and autism spectrum disorder.

Pregnancy and birth complications with hypoxia and greater paternal age are associated with
a higher risk of schizophrenia for the developing fetus. In addition, other prenatal and perinatal
adversities, including stress, infection, malnutrition, maternal diabetes, and other medical
conditions, have been linked with schizophrenia. However, the vast majority of offspring with
these risk factors do not develop schizophrenia.

Culture-Related Diagnostic Issues

The form and content of schizophrenia symptoms can vary cross-culturally, including the
following ways: the relative proportion of visual and auditory hallucinations (e.g., while auditory
hallucinations tend to be more common than visual hallucinations around the world, the relative
proportion of visual hallucinations may be particularly higher in some regions compared with
others); the specific content of the delusions (e.g., persecutory, grandiose, somatic) and
hallucinations (e.g., command, abusive, religious); and the level of fear associated with them.
Cultural and socioeconomic factors must be considered, particularly when the individual and the
clinician do not share the same cultural and socioeconomic background. Ideas that appear to be
delusional in one cultural context (e.g., evil eye, causing illness through curses, influences of
spirits) may be commonly held in others.
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In some cultural contexts, visual or auditory hallucinations with a religious content (e.g., hearing
God’s voice) are a normal part of religious experience. In addition, the assessment of
disorganized speech may be made difficult by linguistic variation in narrative styles across
cultures. The assessment of affect requires sensitivity to differences in styles of emotional



expression, eye contact, and body language, which vary across cultures. If the assessment is
conducted in a language that is different from the individual’s primary language, care must be
taken to ensure that alogia is not related to linguistic barriers. In certain cultures, distress may
take the form of hallucinations or pseudo-hallucinations and overvalued ideas that may present
clinically similar to true psychosis but are normative to the individual’s subgroup. Misdiagnosis
of schizophrenia in individuals with mood disorders with psychotic features or with other
psychiatric disorders is more likely to occur in members of underserved ethnic and racialized
groups (in the United States, especially among African Americans). This may be attributable to
clinical bias, racism, or discrimination leading to limited quality of information and potential
misinterpretation of symptoms.

Sex- and Gender-Related Diagnostic Issues

A number of features distinguish the clinical expression of schizophrenia in women and men.
The age at onset is later in women, with a second midlife peak. Symptoms tend to be more
affect-laden among women, and there are more psychotic symptoms, as well as a greater
propensity for psychotic symptoms to worsen in later life. Other symptom differences include
less frequent negative symptoms and disorganization. Finally, social functioning tends to remain
better preserved in women. There are, however, frequent exceptions to these general caveats.

Psychotic symptoms have been observed to worsen during the premenstrual time period
when estrogen levels are dropping; consequently, increased psychiatric admission rates are seen
in women with schizophrenia just before and during menses. Lower estrogen levels resulting
from menopause may be another factor associated with the second peak of onset in women in
midlife. Similarly, psychotic symptoms appear to improve during pregnancy when estrogen
levels are high and worsen again postpartum when estrogen levels precipitously drop.

Association With Suicidal Thoughts or Behavior

Approximately 5%—6% of individuals with schizophrenia die by suicide, about 20% attempt
suicide on one or more occasions, and many more have significant suicidal ideation. Suicidal
behavior is sometimes in response to command hallucinations to harm oneself or others. Suicide
risk remains high over the whole lifespan for men and women, although it may be especially
high for younger men with comorbid substance use. Other risk factors include depressive
symptoms, hopelessness, being unemployed, the period after a psychotic episode or hospital
discharge, number of psychiatric admissions, closeness to onset of illness, and older age at
illness onset. A systematic review and meta-analysis of longitudinal studies found that the odds
of suicidal behavior during follow-up after first-episode psychosis were higher among
individuals with depressive symptoms during first-episode psychosis compared with those
without. A meta-analysis of a large number of studies of the relationship of schizophrenia with
suicidal behavior found that alcohol, tobacco, and drug abuse; depression; number of
hospitalizations; physical comorbidity; and family history of depression and suicidal behavior
increased the risk of suicide attempt. Risk factors for suicide included male sex, being younger,
having a higher IQ, history of attempts, hopelessness, and poor adherence to treatment.

Functional Consequences of Schizophrenia

Schizophrenia is associated with significant social and occupational dysfunction. Among



individuals with schizophrenia, deficits in reading ability are more severe than what would
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be predicted by the general cognitive impairments associated with the disorder. Such deficits can
be conceptualized as a secondary or acquired dyslexia that underlies the academic impairment
observed in schizophrenia. Making educational progress and maintaining employment are
frequently impaired by avolition or other disorder manifestations, even when the cognitive skills
are sufficient for the tasks at hand. Most individuals are employed at a lower level than their
parents, and most, particularly men, do not marry or have limited social contacts outside of their
family.

Differential Diagnosis
Major depressive or bipolar disorder with psychotic or catatonic features. The  distinction between

schizophrenia and major depressive or bipolar disorder with psychotic features or with catatonia
depends on the temporal relationship between the mood disturbance and the psychosis, and on
the severity of the depressive or manic symptoms. If delusions or hallucinations occur
exclusively during a major depressive or manic episode, the diagnosis is depressive or bipolar
disorder with psychotic features.

Schizoaffective disorder. A diagnosis of schizoaffective disorder requires that a major depressive
or manic episode occur concurrently with the active-phase symptoms and that the mood
symptoms be present for a majority of the total duration of the active periods.

Schizophreniform disorder and brief psychotic disorder. These disorders are of shorter duration than
schizophrenia as specified in Criterion C, which requires 6 months of symptoms. In
schizophreniform disorder, the disturbance is present less than 6 months, and in brief psychotic
disorder, symptoms are present at least 1 day but less than 1 month.

Delusional disorder. Delusional disorder can be distinguished from schizophrenia by the absence
of the other symptoms characteristic of schizophrenia (e.g., delusions, prominent auditory or
visual hallucinations, disorganized speech, grossly disorganized or catatonic behavior, negative
symptoms).

Schizotypal personality disorder. Schizotypal personality disorder may be distinguished from
schizophrenia by subthreshold symptoms that are associated with persistent personality features.
Obsessive-compulsive disorder and body dysmorphic disorder. [pdividuals with obsessive-

compulsive disorder and body dysmorphic disorder may present with poor or absent insight, and
the preoccupations may reach delusional proportions. But these disorders are distinguished from
schizophrenia by their prominent obsessions, compulsions, preoccupations with appearance or
body odor, hoarding, or body-focused repetitive behaviors.

Posttraumatic stress disorder. Ppogttraumatic stress disorder may include flashbacks that have a
hallucinatory quality, and hypervigilance may reach paranoid proportions. But a traumatic event
and characteristic symptom features relating to reliving or reacting to the event are required to
make the diagnosis of posttraumatic stress disorder.

Autism spectrum disorder or communication disorders. These disorders may also have symptoms
resembling a psychotic episode but are distinguished by their respective deficits in social



interaction with repetitive and restricted behaviors and other cognitive and communication
deficits. An individual with autism spectrum disorder or communication disorder must have
symptoms that meet full criteria for schizophrenia, with prominent hallucinations or delusions
for at least 1 month, in order to be diagnosed with schizophrenia as a comorbid condition.

Other mental disorders associated with a psychotic episode. The diagnosis of schizophrenia is made
only when the psychotic episode is persistent and not attributable to the physiological effects of a
substance or another medical condition. Individuals with a delirium or major or minor
neurocognitive disorder may present with psychotic symptoms,
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but these would have a temporal relationship to the onset of cognitive changes consistent with
those disorders.

Substance/medication-induced psychotic disorder. [ndividuals with substance/medication-induced
psychotic disorder may present with symptoms characteristic of Criterion A for schizophrenia,
but the substance/medication-induced psychotic disorder can usually be distinguished by the
chronological relationship of substance use to the onset and remission of the psychosis in the
absence of substance use.

Comorbidity

Rates of comorbidity with substance-related disorders are high in schizophrenia. Over half of
individuals with schizophrenia have tobacco use disorder and smoke cigarettes regularly.
Comorbidity with anxiety disorders is increasingly recognized in schizophrenia. Rates of
obsessive-compulsive disorder and panic disorder are elevated in individuals with schizophrenia
compared with the general population. Schizotypal or paranoid personality disorder may
sometimes precede the onset of schizophrenia.

Life expectancy is reduced in individuals with schizophrenia because of associated medical
conditions. Weight gain, diabetes, metabolic syndrome, and cardiovascular and pulmonary
disease are more common in schizophrenia than in the general population. Poor engagement in
health maintenance behaviors (e.g., cancer screening, exercise) increases the risk of chronic
disease, but other disorder factors, including medications, lifestyle, cigarette smoking, and diet,
may also play a role. A shared vulnerability for psychosis and medical conditions may explain
some of the medical comorbidity of schizophrenia.

Schizoaffective Disorder

Diagnostic Criteria

A. An uninterrupted period of illness during which there is a major mood episode
(major depressive or manic) concurrent with Criterion A of schizophrenia.

Note: The major depressive episode must include Criterion Al: Depressed
mood.



B. Delusions or hallucinations for 2 or more weeks in the absence of a major mood
episode (depressive or manic) during the lifetime duration of the illness.

C. Symptoms that meet criteria for a major mood episode are present for the
majority of the total duration of the active and residual portions of the illness.

D. The disturbance is not attributable to the effects of a substance (e.g., a drug of
abuse, a medication) or another medical condition.

Specify whether:
F25.0 Bipolar type: This subtype applies if a manic episode is part of the
presentation. Major depressive episodes may also occur.
F25.1 Depressive type: This subtype applies if only major depressive episodes
are part of the presentation.
Specify if:
With catatonia (refer to the criteria for catatonia associated with another mental
disorder, p. 135, for definition).
Coding note: Use additional code FO06.1 catatonia associated with
schizoaffective disorder to indicate the presence of the comorbid catatonia.
Specify if:
The following course specifiers are only to be used after a 1-year duration of the
disorder and if they are not in contradiction to the diagnostic course criteria.
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First episode, currently in acute episode: First manifestation of the disorder
meeting the defining diagnostic symptom and time criteria. An acute episode is a
time period in which the symptom criteria are fulfilled.

First episode, currently in partial remission: Partial remission is a time period
during which an improvement after a previous episode is maintained and in
which the defining criteria of the disorder are only partially fulfilled.

First episode, currently in full remission: Full remission is a period of time
after a previous episode during which no disorder-specific symptoms are
present.

Multiple episodes, currently in acute episode: Multiple episodes may be
determined after a minimum of two episodes (i.e., after a first episode, a
remission and a minimum of one relapse).

Multiple episodes, currently in partial remission
Multiple episodes, currently in full remission

Continuous: Symptoms fulfilling the diagnostic symptom criteria of the disorder
are remaining for the majority of the illness course, with subthreshold symptom
periods being very brief relative to the overall course.

Unspecified
Specify current severity:



Severity is rated by a quantitative assessment of the primary symptoms of
psychosis, including delusions, hallucinations, disorganized speech, abnormal
psychomotor behavior, and negative symptoms. Each of these symptoms may
be rated for its current severity (most severe in the last 7 days) on a 5-point
scale ranging from O (not present) to 4 (present and severe). (See Clinician-
Rated Dimensions of Psychosis Symptom Severity in the chapter “Assessment
Measures.”)

Note: Diagnosis of schizoaffective disorder can be made without using this
severity specifier.

Diagnostic Features

The diagnosis of schizoaffective disorder is based on the assessment of an uninterrupted period
of illness during which the individual continues to display active or residual symptoms of
psychotic illness. The diagnosis is usually, but not necessarily, made during the period of
psychotic illness. At some time during the period, Criterion A for schizophrenia has to be met.
Criteria B (social dysfunction), C (6-month duration), and F (exclusion of autism spectrum
disorder or other communication disorder of childhood onset) for schizophrenia do not have to
be met. In addition to meeting Criterion A for schizophrenia, there is a major mood episode
(major depressive or manic) (Criterion A for schizoaffective disorder). Because loss of interest or
pleasure is common in schizophrenia, to meet Criterion A for schizoaffective disorder, the major
depressive episode must include pervasive depressed mood (i.e., the presence of markedly
diminished interest or pleasure is not sufficient). Episodes of depression or mania are present for
the majority of the total duration of the illness (i.e., after Criterion A has been met) (Criterion C
for schizoaffective disorder). To separate schizoaffective disorder from a depressive or bipolar
disorder with psychotic features, delusions or hallucinations must be present for at least 2 weeks
in the absence of a major mood episode (depressive or manic) at some point during the lifetime
duration of the illness (Criterion B for schizoaffective disorder). The symptoms must not be
attributable to the effects of a substance or another medical condition (Criterion D for
schizoaffective disorder).

Criterion C for schizoaffective disorder specifies that mood symptoms meeting criteria for a
major mood episode must be present for the majority of the total duration of the active and
residual portion of the illness. Criterion C requires the assessment of mood symptoms for the
entire lifetime course of a psychotic illness. If the mood symptoms are present
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for only a relatively brief period, the diagnosis is schizophrenia, not schizoaffective disorder.
When deciding whether an individual’s presentation meets Criterion C, the clinician should
review the total duration of psychotic illness (i.e., both active and residual symptoms) and
determine when significant mood symptoms (untreated or in need of treatment with
antidepressant and/or mood-stabilizing medication) accompanied the psychotic symptoms. This
determination requires sufficient historical information and clinical judgment. For example, an
individual with a 4-year history of active and residual symptoms of schizophrenia develops
depressive and manic episodes that, taken together, do not occupy more than 1 year during the 4-



year history of psychotic illness. This presentation would not meet Criterion C.

In addition to the five symptom domain areas identified in the diagnostic criteria, the
assessment of cognition, depression, and mania symptom domains is vital for making critically
important distinctions between the various schizophrenia spectrum and other psychotic disorders.

Associated Features

Occupational and social functioning is frequently impaired, but this is not a defining criterion (in
contrast to schizophrenia). Restricted social contact and difficulties with self-care are associated
with schizoaffective disorder, but negative symptoms may be less severe and less persistent than
those seen in schizophrenia. Anosognosia (i.e., poor insight) is also common in schizoaffective
disorder, but the deficits in insight may be less severe and pervasive than those in schizophrenia.
Individuals with schizoaffective disorder may be at increased risk for later developing episodes
of major depressive disorder or bipolar disorder if mood symptoms continue following the
remission of symptoms meeting Criterion A for schizophrenia. There may be associated alcohol
and other substance-related disorders.

There are no tests or biological measures that can provide definitive assistance in making the
diagnosis of schizoaffective disorder. Neuropsychological testing typically shows cognitive
deficits in areas such as executive function, verbal memory, and speed of processing, and these
may be less pronounced than in schizophrenia. Schizoaffective disorder is often characterized by
gray matter volume loss on brain imaging, in much the same way that schizophrenia is.

Prevalence

Schizoaffective disorder appears to be about one-third as common as schizophrenia. Lifetime
prevalence of schizoaffective disorder was estimated to be 0.3% in a Finnish sample and is
higher in women than in men when DSM-IV diagnostic criteria were used. This rate would be
expected to be lower because of the more stringent requirement of DSM-5 Criterion C (i.e.,
mood symptoms meeting criteria for a major mood episode must be present for the majority of
the total duration of the active and residual portion of the illness).

Development and Course

The typical age at onset of schizoaffective disorder is early adulthood, although onset can occur
anytime from adolescence to late in life. A significant number of individuals diagnosed with
another psychotic illness initially will receive the diagnosis schizoaffective disorder later when
the pattern of mood episodes has become more apparent, whereas others may be diagnosed with
mood disorders before independent psychotic symptoms are detected.

Conversely, some individuals will have a change in diagnosis from schizoaffective disorder
to a mood disorder or to schizophrenia over time. A change in diagnosis from schizoaffective
disorder to schizophrenia was more common than a change to mood disorder
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under DSM-IV criteria, and that difference is expected to be more pronounced under DSM-5
as the current Criterion C for schizoaffective disorder has become more stringent, requiring
mood symptoms to be present for the majority of the illness as compared with the DSM-IV
definition, which only required mood symptoms to be present for a “substantial” portion. The



prognosis for schizoaffective disorder is somewhat better than the prognosis for schizophrenia
but worse than the prognosis for mood disorders.

Schizoaffective disorder may occur in a variety of temporal patterns. The following is a
typical pattern: An individual may have pronounced auditory hallucinations and persecutory
delusions for 2 months before the onset of a prominent major depressive episode. The psychotic
symptoms and the full major depressive episode are then present for 4 months. Then, the
individual recovers completely from the major depressive episode, but the psychotic symptoms
persist for another month before they too disappear. During this period of illness, the individual’s
symptoms concurrently met criteria for a major depressive episode and Criterion A for
schizophrenia, and during this same period of illness, auditory hallucinations and delusions were
present both before and after the depressive phase. The total period of illness lasted for about 7
months, with psychotic symptoms alone present during the initial 2 months, both depressive and
psychotic symptoms present during the next 4 months, and psychotic symptoms alone present
during the last month. In this instance, the depressive episode was present for a majority of the
total duration of the psychotic disturbance, and thus the presentation qualifies for a diagnosis of
schizoaffective disorder.

The temporal relationship between the mood symptoms and the psychotic symptoms across
the lifespan is variable. Depressive or manic symptoms can occur before the onset of psychosis,
during acute psychotic episodes, during residual periods, and after cessation of psychosis. For
example, an individual might present with prominent mood symptoms during the prodromal
stage of schizophrenia. This pattern is not necessarily indicative of schizoaffective disorder,
since it is the co-occurrence of psychotic and mood symptoms that is diagnostic. For an
individual with symptoms that clearly meet the criteria for schizoaffective disorder but who on
further follow-up only presents with residual psychotic symptoms (such as subthreshold
psychosis and/or prominent negative symptoms), the diagnosis may be changed to schizophrenia,
as the total proportion of psychotic illness compared with mood symptoms becomes more
prominent. Schizoaffective disorder, bipolar type, may be more common in young adults,
whereas schizoaffective disorder, depressive type, may be more common in older adults.

Risk and Prognostic Factors

Genetic and physiological. Among individuals with schizophrenia, there may be an increased risk
for schizoaffective disorder in first-degree relatives. The risk for schizoaffective disorder may
also be increased among individuals who have a first-degree relative with bipolar disorder or
schizoaffective disorder itself. The molecular genetic composite signatures known as polygenic
risk scores for schizophrenia, bipolar disorder, and major depressive disorder may all be elevated
in schizoaffective disorder.

Culture-Related Diagnostic Issues

Cultural and socioeconomic factors must be considered, particularly when the individual and the
clinician do not share the same cultural and economic background. Ideas that appear to be
delusional in one cultural context (e.g., evil eye, causing illness through curses, influences of
spirits) may be commonly held in others. There is also some evidence in the literature that
African American and Hispanic populations whose symptoms meet criteria for schizoaffective
disorder are more likely to be diagnosed with schizophrenia. To mitigate the impact of clinician



bias, care must be taken to ensure a comprehensive evaluation that includes both psychotic and
mood symptoms.
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