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Diagnostic and Statistical Manual of Mental Disorders (DSM-5). The Diagnostic and Statistical Manual of Mental
Disorders (DSM-5) is the product of more than 10 years of effort by hundreds of international experts in all aspects of
mental health.

This page gives you an overview of how ADHD is diagnosed. There is no single test to diagnose ADHD, and
many other problems, like sleep disorders, anxiety, depression, and certain types of learning disabilities, can
have similar symptoms. If you are concerned about whether a child might have ADHD, the first step is to talk
with a healthcare professional to find out if the symptoms fit the diagnosis. The diagnosis can be made by a
mental health professional, like a psychologist or psychiatrist, or by a primary care provider, like a
pediatrician. Read more about the recommendations. The health professional should also determine whether
the child has another condition that can either explain the symptoms better, or that occurs at the same time as
ADHD. Read more about other concerns and conditions. How is ADHD diagnosed? This diagnostic standard
helps ensure that people are appropriately diagnosed and treated for ADHD. Using the same standard across
communities can also help determine how many children have ADHD, and how public health is impacted by
this condition. Here are the criteria in shortened form. Please note that they are presented just for your
information. Only trained health care providers can diagnose or treat ADHD. Six or more symptoms of
inattention for children up to age 16, or five or more for adolescents 17 and older and adults; symptoms of
inattention have been present for at least 6 months, and they are inappropriate for developmental level: Often
fails to give close attention to details or makes careless mistakes in schoolwork, at work, or with other
activities. Often has trouble holding attention on tasks or play activities. Often does not seem to listen when
spoken to directly. Often does not follow through on instructions and fails to finish schoolwork, chores, or
duties in the workplace e. Often has trouble organizing tasks and activities. Often avoids, dislikes, or is
reluctant to do tasks that require mental effort over a long period of time such as schoolwork or homework.
Often loses things necessary for tasks and activities e. Is often easily distracted Is often forgetful in daily
activities. Often fidgets with or taps hands or feet, or squirms in seat. Often leaves seat in situations when
remaining seated is expected. Often runs about or climbs in situations where it is not appropriate adolescents
or adults may be limited to feeling restless. Often unable to play or take part in leisure activities quietly. Often
blurts out an answer before a question has been completed. Often interrupts or intrudes on others e. Several
inattentive or hyperactive-impulsive symptoms were present before age 12 years. Several symptoms are
present in two or more setting, such as 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, school, or work
functioning. The symptoms are not better explained by another mental disorder such as a mood disorder,
anxiety disorder, dissociative disorder, or a personality disorder. The symptoms do not happen only during the
course of schizophrenia or another psychotic disorder. Based on the types of symptoms, three kinds
presentations of ADHD can occur: Because symptoms can change over time, the presentation may change
over time as well. To diagnose ADHD in adults and adolescents age 17 or older, only 5 symptoms are needed
instead of the 6 needed for younger children. Symptoms might look different at older ages. For example, in
adults, hyperactivity may appear as extreme restlessness or wearing others out with their activity. Reference
American Psychiatric Association: Diagnostic and Statistical Manual of Mental Disorders, 5th edition.
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Psychiatric Diagnoses are categorized by the Diagnostic and Statistical Manual of Mental Disorders, 4th. Edition. Better
known as the DSM-IV, the manual is published by the American Psychiatric Association and covers all mental health
disorders for both children and adults. It also lists known.

Depressive episodes are characterized by symptoms described above for Major Depressive Episode.
Substance-Induced Mood Disorder Substance-Induced Mood Disorder is a common depressive illness of
clients in substance abuse treatment. The mood can manifest as manic expansive, grandiose, irritable ,
depressed, or a mixture of mania and depression. Generally, substance-induced mood disorders will only
present either during intoxication from the substance or on withdrawal from the substance and therefore do not
have as lengthy a course as other depressive illnesses. The criteria for diagnosis are similar to Major
Depressive Episode or a manic episode; however, the full criteria for these diagnoses need not be met. It is
important in diagnosis to establish that the depressive symptoms are a direct physiological result of the
medical condition, not just a psychological response to a medical problem. Adjustment Disorder With
Depressed Mood Adjustment disorder is a psychological reaction to overwhelming emotional or psychological
stress, resulting in depression or other symptoms. Some situations in which an adjustment disorder can occur
include divorce, imprisonment of self or a significant other, business or employment failures, or a significant
family disturbance. The stressor may be a one-time event or a recurring situation. Because of the turmoil that
often occurs around a crisis in substance use patterns, clients in substance abuse treatment may be particularly
susceptible to Adjustment Disorders. Some of the common depressive symptoms of an adjustment disorder
include tearfulness, depressed mood, and feelings of hopelessness. The symptoms of an adjustment disorder
normally do not reach the proportions of a Major Depressive Disorder, nor do they last as long as a Dysthymic
Disorder. An acute adjustment disorder normally lasts only a few months, while a chronic adjustment disorder
may be ongoing after the termination of the stressor. This is particularly true when the nature of the mental
disorder causes excessive distress to the individual. While, in this context, the depression is a symptom, it is
still important to recognize its impact on the person and his or her ability to respond to substance abuse
treatment. Some of the psychiatric disorders in which depression can play a major role include: Posttraumatic
Stress Disorder PTSD Symptoms include episodes of reexperiencing the traumatic event or reexperiencing the
emotions attached to the event; nightmares, exaggerated startle responses; and social, interpersonal, and
psychological withdrawal. Chronic symptoms may include anxiety and depression. PTSD is categorized as an
anxiety disorder. Anxiety Disorders, including Panic Disorder, Agoraphobia fear of public places , Social
Phobias, and Generalized Anxiety Disorder Symptoms of anxiety disorders are most often on the anxiety
spectrum, but the chronic stress faced by individuals with anxiety disorders can produce depressive symptoms
including irritability, hopelessness, despair, emptiness, and chronic fatigue. Schizoaffective Disorder and
Schizophrenia Individuals with schizoaffective disorder have, in addition to many of the symptoms of
schizophrenia, a chronic depression with most of the features of Major Depressive Disorder. Because of the
difficulty individuals with schizophrenia have in coping with the daily demands of living, depression is often a
symptom. With both schizoaffective disorder and schizophrenia, the depression adds an additional dimension
to treatment, specifically in helping the person mobilize in the face of their depression to cope with their
illness. Personality Disorders People with personality disorders are particularly susceptible to depression.
These individuals are at high risk for substance use disorders. As a result, it is not uncommon to find clients in
substance abuse treatment with all three diagnoses. Because personality disorders are categorized in
DSM-IV-TR as Axis 2 disorders see DSM-IV-TR for a description of multiaxial assessment , it is common to
find their depression diagnosed separately from the personality disorder as an adjustment disorder, dysthymia,
or major depressive disorder.
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Diagnostic and Statistical Manual of Mental Disorders DSM-IV-TR (Text Revision) (Diagnostic & Statistical Manual of
Mental Disorders (DSM Hardcover)) by American Psychiatric Association () Hardcover on racedaydvl.com *FREE*
shipping on qualifying offers.

Diagnostic Criteria for 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. 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. Deficits in developing, maintaining, and understand
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. Severity is based
on social communication impairments and restricted, repetitive patterns of behavior. 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: Stereotyped or repetitive motor movements, use of
objects, or speech e. Insistence on sameness, inflexible adherence to routines, or ritualized patterns of verbal
or nonverbal behavior e. Highly restricted, fixated interests that are abnormal in intensity or focus e. Hyper- or
hyporeactivity to sensory input or unusual interest in sensory aspects of the environment e. 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. Symptoms cause clinically significant
impairment in social, occupational, or other important areas of current functioning. These disturbances are not
better explained by intellectual disability intellectual developmental disorder or global developmental delay.
Intellectual disability and autism spectrum disorder frequently co-occur; to make comorbid diagnoses of
autism spectrum disorder and intellectual disability, social communication should be below that expected for
general developmental level. 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. With or without accompanying intellectual impairment With or without
accompanying language impairment Associated with a known medical or genetic condition or environmental
factor Coding note: Use additional code to identify the associated medical or genetic condition. Associated
with another neurodevelopmental, mental, or behavioral disorder Coding note: Use additional code[s] to
identify the associated neurodevelopmental, mental, or behavioral disorder[s]. With catatonia refer to the
criteria for catatonia associated with another mental disorder Coding note: Use additional code
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the diagnostic and statistical manual of mental disorders 5 DSM 5 does not claim to be the ultimate or the final word in
classification of mental disorders. It is a manual that reflects current state of knowledge and consensus among leaders
in the field.[ 15 ].

Research Planning Work Groups produced "white papers" on the research needed to inform and shape the
DSM-5 [34] and the resulting work and recommendations were reported in an APA monograph [35] and
peer-reviewed literature. Three additional white papers were also due by concerning gender issues, diagnostic
issues in the geriatric population, and mental disorders in infants and young children. The DSM-5 Task Force
consisted of 27 members, including a chair and vice chair, who collectively represent research scientists from
psychiatry and other disciplines, clinical care providers, and consumer and family advocates. Scientists
working on the revision of the DSM had a broad range of experience and interests. The APA Board of
Trustees required that all task force nominees disclose any competing interests or potentially conflicting
relationships with entities that have an interest in psychiatric diagnoses and treatments as a precondition to
appointment to the task force. Several individuals were ruled ineligible for task force appointments due to
their competing interests. Incremental updates will be identified with decimals DSM The research base of
mental disorders is evolving at different rates for different disorders. Regier, MD, MPH, vice chair of the task
force, whose industry ties are disclosed with those of the task force, [47] countered that "collaborative
relationships among government, academia, and industry are vital to the current and future development of
pharmacological treatments for mental disorders". They asserted that the development of DSM-5 is the "most
inclusive and transparent developmental process in the year history of DSM". The developments to this new
version can be viewed on the APA website. Ray Blanchard, a psychiatry professor at the University of
Toronto, is deemed offensive for his theories that some types of transsexuality are paraphilias, or sexual urges.
In this model, transsexuality is not an essential aspect of the individual, but a misdirected sexual impulse. I
want to help people feel better about themselves, not hurt them. Approximately 13, individuals and mental
health professionals signed a petition in support of the letter. Thirteen other American Psychological
Association divisions endorsed the petition. It also expressed a major concern that "clients and the general
public are negatively affected by the continued and continuous medicalisation of their natural and normal
responses to their experiences We would like to see the base unit of measurement as specific problems e.
These would be more helpful too in terms of epidemiology. While some people find a name or a diagnostic
label helpful, our contention is that this helpfulness results from a knowledge that their problems are
recognised in both senses of the word understood, validated, explained and explicable and have some relief.
Clients often, unfortunately, find that diagnosis offers only a spurious promise of such benefits. While DSM
has been described as a "Bible" for the field, it is, at best, a dictionary, creating a set of labels and defining
each. The strength of each of the editions of DSM has been "reliability" â€” each edition has ensured that
clinicians use the same terms in the same ways. The weakness is its lack of validity Patients with mental
disorders deserve better. Patients, families, and insurers can be confident that effective treatments are available
and that the DSM is the key resource for delivering the best available care.
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This text revision incorporates information culled from a comprehensive literature review of research about mental
disorders published since DSM-IV was completed in

Find articles by Vihang N. This article has been cited by other articles in PMC. This was a landmark
achievement for the APA. Indian psychiatrists should take additional pride in the fact that Dr. Jeste is actually
one of us. Inaccurately defined categories of mental illness like mania, melancholia, monomania, general
paralysis of the insane, dementia, and dipsomania were included in the US Census of In , the American
Medico-Psychological Association published a manual of classification of mental illnesses that listed 22
categories. The manual was designed for the use of Institutions for the Insane. Office of the US Surgeon
General adopted the Standard to classify illnesses on the battle grounds and among veterans returning from the
war. The Veterans Administration adopted the Standard with few modifications. After the war, psychiatrist
with experience of using the Standard during the Second World War continued to use it in civilian practice. It
resembled the Standard. In the year , the APA set up a committee on nomenclature and statistics. This
committee published the first DSM in the year It did not carry any number attached to its title. Authors of the
manual had perhaps not envisaged that the manual would be revised periodically. This would facilitate
subsequent revisions being numbered as 5. While facilitating the numbering, it is also a tacit acceptance that
the DSM 5 is not the ultimate manual of classification of mental disorders. It is a document that reflects
current consensus of the leading academicians, clinicians, and researchers in the field of mental health. The
diagnostic criteria continued to result in rather frequent diagnosis of comorbidity. Heterogeneity within the
diagnostic groups was unacceptable to the researchers and it contaminated treatment outcome. The erratic
thresholds for inclusion and exclusion could not differentiate the normal from abnormal or syndromal from
subsyndromal disorders. Clinicians would then resort to the not otherwise specified NOS diagnoses. The DSM
IV did not consider emerging clinical conditions like addiction to the internet or the so called nocturnal
refrigerator raids. It reflects the need for urgency and prominence of mental disorders. An important
component of mental disorders is that unlike physical illnesses that incorporate a socially acceptable sick role,
mental disorders could stigmatize personal sense of identity. The planning conference included experts in
family and twin studies, molecular genetics, basic and clinical neurosciences, cognitive and behavioral
sciences, and covered issues in development throughout the lifespan and disability. The conference focused on
issues like lacunae in the DSM IV system of classification, disability and impairment, newer insights from the
research in neuroscience, need for improved nomenclature, and the impact of cross cultural issues. By the year
, Dr. All the working group members were reviewed for potential conflict of interest and approved by the APA
Board of Trustees. David Kupfer, MD and Dr. Reiger led the team of more than participants working in 13
work groups, six study groups, and a task force of advocates, clinicians, and researchers since the year Each
committee had co-chairs from both the US and another country. The entire process maintained transparency
by publishing minutes of every meeting and monographs of their proceedings on the APA website,
presentations at scientific conferences with question-and-answer opportunity at countless national and
international conferences, they held grand rounds at leading university medical center, and presented posters
as well as papers at the annual meetings of the APA. It is a manual that reflects current state of knowledge and
consensus among leaders in the field. Section I is the basics which includes introduction, instruction on how to
use the manual, and a chapter on cautionary statement for forensic use of DSM 5. Section II of the manual lists
diagnostic criteria and codes of 22 diagnostic categories. DSM 5 has a single axis format and considers the
relevance of age, gender, and culture. Section III is on the emerging measures and models. It covers self-rated
cross-cutting symptom measures for adults, children, and adolescents between age 6 and 17 years; WHO
Disability Assessment Schedule 2, an alternative DSM 5 model for personality disorders; and a list of
conditions for further study. Cultural Formulation Interview with guide for the interviewer. Dilip Jeste[ 15 ]
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had clearly stated at the release of the DSM 5 that goal of DSM 5 is to help clinicians make more accurate
diagnoses and improve patient outcomes. All major categories of mental disorders in Section II of the DSM 5
have listed specifiers and precise instructions about coding the severity of the disorder on a five point scale,
where applicable. Psychosocial and contextual factors formerly axis IV and disability formerly axis V have to
be rated separately. DSM IV did not provide clear guidelines to categorize such cases. Panic attacks in a
patient of depression invited two comorbid diagnoses. An anxious adolescent was often a diagnostic dilemma.
The dimensional approach of DSM 5 rates magnitude of individual symptoms. The dimensional model helps
to grade and chart the course of the disorder. It thus differentiates normal from the abnormal. It can be used as
an apparatus to screen for mental disorders in general population or be used as an instrument to conduct study
of prevalence of mental disorders in a given community. It includes published American and global
information on mental disorders. Where needed, the DSM committees planned and conducted specifically
designed studies in academic institutions and in clinical practice. The new knowledge thus gained during the
planning of the manual from clinical practice within and outside the US was integrated in the text of the DSM
5. It also amalgamates manuals like the ICD and the Disability Assessment Schedules, while providing an
avenue for the individual clinician to study cultural components of mental illness, worldwide. Critics of the
DSM 5 feel that the state of current knowledge does not justify a new classification. Jeffrey Liebermann, and
Dr. Thomas Insel issued a joint statement as they noted that criteria that are important for clinical practice may
not be sufficient for researchers. Some clinical conditions have been recategorized. Dimensions of individual
clinical condition are added. We will have to understand and apply them in our clinical practice ahead of
meaningful debates on their relevance. At this moment, one would readily concur with Dr. Jeffrey Liebermann
and Dr. American Psychiatric Association; Diagnostic and Statistical Manual of Mental Disorders. History of
the Manual. Int J Law Psychiatry. Fink M, Taylor MA. The medical diagnostic model. Concepts,
consequences and initiatives to reduce stigmas. The conceptual development of DSM 5. American Psychiatric
Publishing; The pocket guide to the DSM-5 diagnostic exam.
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